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Abstract
This portfolio was submitted to The University of Surrey for the completion of the 
Practitioner Doctorate (PsychD) in Psychotherapeutic and Counselling Psychology. It aims 
to demonstrate my personal and professional development throughout my four years of 
training.
It comprises three dossiers which reflect the academic, clinical and research work 
undertaken as part of this degree. The academic dossier contains three essays written on 
topics of personal interest against the backdrop of theoretical subjects and philosophical 
contexts that were covered during my training. The first essay deals with the high rate of 
suicidality amongst individuals with bipolar disorder and considers psychodynamic theories 
on suicide and on manic-depressive disorder in the search for answers. The second essay 
looks at the role of the therapeutic relationship in cognitive-behavioural therapy using the 
example of the treatment of borderline personality disorder through Young’s Schema 
Therapy. The third and final essay explores the individual dimensions of clinical 
presentations and, using the example of shame, highlights the necessity to engage with the 
underlying personal meaning of any expression of human distress.
The therapeutic practice dossier introduces the three placements I attended during my 
training and gives an overview of the kind of work I conducted there. It concludes with my 
Final Clinical Paper ‘Early Days’ which gives an account of my personal and professional 
development over the course of my training and of how I engaged with the different 
therapeutic modalities.
Finally, the research dossier contains a literature review and two pieces of qualitative 
research all concerned with the experience of suicidality in the context of bipolar disorder 
(BD). The literature review undertaken in the first year highlighted that BD has largely been 
studied from a positivistic perspective leading to a simplistic view of the condition and a lack 
of understanding of the idiosyncratic meaning of suicidality. The first study investigates 
individuals’ experience of their own suicidality. It appeared that participants were 
experiencing a gradual loss of identity which led to an erosion of their sense of self and 
ultimately to the experience of suicidal feelings. The second study is a complementary 
project to the first one and investigated practitioners’ perspective of the nature of bipolar 
suicidality. The role of empathy and openness to clients’ idiosyncrasies are emphasised 
throughout the whole of the research.
Introduction to the Portfolio
This portfolio is a selection of the academic, empirical and clinical work I submitted 
during the Doctorate in Psychotherapeutic and Counselling Psychology at The University of 
Surrey. It is organised into three dossiers, giving an insight into the professional and personal 
development I underwent throughout my four years of active training. To begin, I introduce 
myself and explain how my background and experiences led me to take up Counselling 
Psychology and study the topics I chose for my academic essays and my research.
My background
I grew up in Germany in a family with traditional values: honesty, responsibility, 
working hard, always fulfilling your duties to your best abilities and the benefits of fresh air 
were the cornerstones of my upbringing. The importance of a good school education followed 
by a solid apprenticeship that would set you up for a safe job to earn your living was a given. 
Both my parents had careers in traditional, “Hanseatic” (North German merchant guild) 
businesses and, not surprisingly, suggested I pursue a similar path. And so I started out in the 
profession of international marine insurance brokerage. Whilst it did not take me long to 
figure out that this was definitely not the right profession for me, it took me a while to figure 
out what else might be instead. Since I had been a little girl I had always wanted to work in 
‘medicine’. Back then what that meant was simply to wear one of those white lab coats 
common in any German doctor’s practice, and to call people in from a waiting room. At 
school, I had always been friendly with everyone, disregarding the various demarcations of 
individual cliques, yet feeling particularly drawn to outsiders and underdogs. With hindsight I 
see myself unconsciously, and not always successfully, trying to make sure that no one felt 
lonely and left out. Much later, unhappy and very bored in my insurance job, I sought an 
alternative and decided to pursue what I had realised by then was an interest in medicine and 
psychology. Nobody in my family had any academic background, so the thought of attending 
university to study psychology filled me with dread and I chose an alternative route instead 
by attending an evening class to train as a ‘Heilpraktiker’. This had become a popular training 
route in the 1990s, leading to a qualification as an alternative medicine practitioner, which in
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Germany is a regulated and well regarded profession requiring school medicine knowledge 
(as demonstrated by the Heilpraktiker qualification) in addition to the complimentary therapy 
of choice. I left insurance and took on a job as a medical secretary for the Head of Surgery at 
the Hamburg University Hospital to immerse myself in the world of medicine during the 
daytime as well.
It is only as I am writing this introduction that I suddenly remember the very moment 
when I realised that my real interest lay with psychology and not medicine. It was one 
evening during a lecture from the psychiatry module. Interestingly, the topic was bipolar 
disorder and we had just discussed suicidality and the fact that often the risk of attempting is 
raised at those times when the depression begins to lift slightly, possibly due to the anti­
depressant medication. Whilst many struggled with the concept of attempting suicide just as 
one was beginning to feel slightly better, it made instant sense to me and I felt the urge to 
explain on behalf of those suffering with bipolar. I suddenly realised that this was really 
where my interest and passion lay and that it was the soul, not the body, that I wanted to heal. 
Meanwhile, I witnessed many situations during my day job at the hospital which made me 
gasp and shudder at the insensitivity of some medics and I also had some personal encounters 
during which I had the opportunity to support patients in a crisis. The feeling of being alive 
and the sense of fulfilment that the engagement with psychological matters gave me only 
strengthened my suspicion that really I had to change tack again and specifically pursue 
psychology.
The Heilpraktiker qualification would enable me to practice in the role of a life coach 
or even to go on to psychotherapy training, so I decided to complete the 3 years’ course. 
Fortunately, the school’s founder was not only a medical doctor but also a therapist in body 
therapy and depth psychology (‘tiefenpsychologische Koerpertherapie’) so I joined the 
recommended training for depth psychological body therapy. This involved attendance of an 
experiential group which met monthly for a weekend of training, reflection and experiencing 
elements of psychodynamic, behavioural and body therapy. I was a member of this group for 
eighteen months and it was a remarkably intense learning experience for me, both personally 
and professionally. I am very glad to have started out my training in psychology in such a 
practical manner, and I believe that it has provided me with a deep understanding of what 
therapy is about, of what is necessary and what is possible. I experienced, not read about, the 
importance of boundaries, the concept of a safe space (particularly crucial in the context of a 
group setting), the power of raw emotions and what it means to support someone in the throes
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of pain from working through a trauma. I believe that this training has provided me with a 
solid foundation from which I could take up both my theoretical and clinical training.
However, for several reasons I could not finish the therapy training: The institute was 
closed due to a disastrous disregard of client care and at around the same time I met my 
husband-to-be. Shortly afterwards he decided to change careers and we relocated to the UK. 
Unlike myself, he came from a very academic family and convinced me to enrol at a UK 
university to study for a BSc in psychology. With success. I will never forget the moment 
when, sitting in one of my first lectures, it hit me and I felt incredulous at finally being where 
secretly I had longed to be for so long, yet had never felt good enough for.
As my goal had always been to become a psychologist working in a therapeutic 
context, the decision to continue with further studies was already made. The choice between 
clinical and counselling psychology was also very easy, despite the high costs involved in the 
latter. I compared both syllabuses and very consciously chose Counselling Psychology with 
its emphasis on self-reflection and the therapeutic relationship and in particular the course at 
the University of Surrey due to its emphasis on humanistic and psychodynamic modalities.
During my undergraduate course I had worked as a support worker in children’s 
homes for children with both learning disabilities and challenging behaviour. Never have I 
felt more humbled by the spirit and love that those children expressed day in day out and 
more confirmed in my belief in the psychological effect of experiences in infancy and 
childhood. Vulnerability, yet unyielding loyalty and devotion bom out of dependency and 
love, were so often played out in front of my eyes as children would excitedly count down the 
days until their next visit home to their parents, only to return with cigarette bum marks, lice 
and often very hungry. Nowhere else have I seen a better demonstration of the power of this 
earliest relationship that no maltreatment or betrayal of tmst will lessen its draw or diminish 
the bond. I will explain in further detail in my final clinical paper the significance that the 
role of the early relationship has come to play in my clinical thinking and practice.
I also spent some time volunteering for the Samaritans during my undergraduate 
course. It was then that I leamed to look beyond the frightening tag of ‘suicide’ and to 
empathise with the person’s pain. The training there gave me the necessary skills and 
reassurance that allowed me to go with my instincts and be myself with the client/caller and 
has prepared me to approach my research topic with the confidence and the intention to 
engage beyond risk assessment and traditional safe boundaries. And whilst it has taken me a 
while to trust that just being human and being myself was enough to offer support to someone
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in such a serious condition (a reoccurring aspect of my personal development that I have also 
commented on further in my final clinical paper) I believe that this part of my training and 
development has become a cornerstone of my way of practising.
Embarking on the training for the PsychD in Psychotherapeutic and Counselling 
Psychology has brought my experiences and interests to a momentary conclusion. It has 
introduced me to a wealth of fascinating literature and given me the opportunity to develop 
enough both professionally and personally to do what I have always wanted to.
Please read on for a selection of the written work I have carried out during my 
training.
The academic dossier
The academic dossier consists of three essays all of which deal to some extent with 
the themes of isolation, the human need to relate and the effect which early relationships and 
experiences may have on our psychological wellbeing. The first essay addresses the high rate 
of suicidality amongst individuals with bipolar disorder and considers psychodynamic 
theories on suicide and on manic-depressive disorder (as BD is referred to in psychoanalytic 
theory) in the search for answers. It refers to the role of parents’ expectations in bipolar 
disorder and touches upon the relational aspect in suicide. It was written during my second 
year of training when I was practising from a psychodynamic perspective at my placement 
and offered the welcome opportunity to pursue further the psychodynamic theories on suicide 
which I had come across during the research for my literature review (see research dossier).
The second essay looks at the role of the therapeutic relationship in cognitive- 
behavioural therapy using the example of the treatment of borderline personality disorder 
through Young’s (2003) Schema Therapy. This essay was written in my third year of 
training when I was partly practising from a CBT perspective. It reflects my concern that 
CBT might only give limited recognition to the role of early experience and emotional 
suffering and is my search for ways in which to do justice to the subsequently arising needs 
from within a cognitive-behavioural framework.
The third and final essay explores the individual dimensions in clinical presentations 
and, using the example of deep, internalised shame, highlights the necessity to engage with 
the underlying personal meaning of any clinical narrative. Shame is discussed from an
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object-relations perspective and the origins of shame in early childhood as well as the 
meaning of shame regarding isolation and separateness are explored. This essay was written 
during my third year and was based on a client I was working with at the time (see process 
report 1 in attachments to the portfolio). I felt a tension between the CBT protocol for OCD 
which, based on the diagnosis, I was following with this client and the client’s underlying 
experience of deep shame, and hence searched for a way of working responsibly with the 
whole of the client’s presentation.
The therapeutic practice dossier
The Therapeutic Practice Dossier consists of a description of all placements I have 
attended throughout my training. During my first year I worked in a Health Psychology 
department, supporting clients in managing psychological issues which are caused by or 
contribute to physical health problems. I worked mainly from a person-centred perspective 
and was supervised by a clinical neuro-psychologist who gradually introduced me to CBT 
concepts.
The second placement was a psychotherapy department for clients with severe and 
enduring mental health difficulties. I worked psychodynamically with individuals and co­
facilitated an open rolling unstructured group based on psychoanalytic group therapy. I 
received individual supervision from a Jungian psychotherapist and attended a supervision 
group led by a psychoanalytic psychotherapist.
In both my third years (3a and 3b) I attended the same placement, a Community 
Mental Health Recovery Service (CMHRS) for working age adults with severe and enduring 
mental health difficulties. I worked in a multi-disciplinary team and provided short to 
medium term cognitive-behavioural and integrative psychological intervention. I was 
supervised by a Counselling Psychologist who worked mainly from a CBT perspective, but 
encouraged integration of the psychological models I had been exposed to throughout my 
training.
The therapeutic practice dossier also contains my final clinical paper, entitled ‘Early 
Days’, which gives an account of my personal and professional development as influenced by 
both the training and significant personal events at the time. It highlights my affinity to the
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object-relations-school and parallels this by linking my developing as a counselling 
psychologist with becoming a mother.
The research dossier
The research dossier contains three research pieces that were conducted throughout 
the training. They all explore the nature of suicidality in the context of bipolar disorder (BD) 
which I chose to investigate through qualitative methods. The apparent focus on one 
diagnostic category, i.e. BD, is an investigative necessity based on literature suggesting that 
BD has the highest suicide risk of all axis 1 disorders (Chen & Dilsaver, 1996). It is not 
intended to reflect my epistemological stance, but on the contrary, and as will hopefully be 
evident throughout the research dossier, my interest lies very much with the individual’s 
personal experience and the endeavour of my research has been to give voice to the handful 
of participants who so bravely volunteered their experiences and to share what meaning 
feeling suicidal has for them.
The literature review conducted in the first year revealed that throughout the literature 
on bipolar disorder, suicide is seen as a symptom of disease rather than as a meaningful 
expression. The paper draws on the existential-phenomenological approach and challenges 
the mainstream psychopathological view of BD with a view to the complexity and 
relatedness of the human experience and stresses the importance of considering the client’s 
way of being in the world.
The first piece of research addresses this dearth of literature on the experience and 
meaning of suicidality. I interviewed eight participants who had received a diagnosis of BD 
and had experienced suicidal feelings in the past about the way they experienced their 
suicidal feelings in detail and subjected the stories to an interpretative phenomenological 
analysis (IPA). This research area was then further developed with a second investigation, a 
complementary study intended to add to the previous results by turning to key informants on 
this topic: I interviewed six mental health professionals who had all worked with individuals 
with a BD diagnosis and experience of suicidal feelings in a psychological context. I 
inquired about their experience of working with this client group and their suicidality, and 
again, submitted their accounts to an IPA.
Conducting this research has been demanding. The use of this qualitative method 
required constant engagement with the data on a very empathie level and I was at times quite
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affected by the contents without really noticing it. However, it was important to me to dispel 
the taboo, shame, huge anxiety and angst that surround suicide. If we all shy away from it by 
either reducing it to a symptom that requires an increase in medication or by simply not 
talking about it, then how are we going to help? I believe that engaging with this subject, and 
more importantly with the suicidal individual, may at least at times have the potential to 
provide a bridge for the suicidal individual back to life and community. Of course just 
opening up to an emotion of such despair and irreversibility, finding yourself thinking “yeah, 
I get it. I can see how...” is terrifying and suddenly brings home our own vulnerability, our 
choices and our fragility in being alive.
Over the years, including during my undergraduate course, my research topics have 
included the desire to have children, childbirth, romance in later life and suicide. At the time, 
each of these topics was relevant in my personal life, in the present as well as the past: I gave 
birth to my first child, my mother re-married in her late sixties and I have had to say good­
bye to a friend who committed suicide during the five years that I have been on this course. 
To me, this is the beauty of psychology and the reason why I chose to study Counselling 
Psychology with its emphasis not only on relational working but also on personal 
development and self-reflection. It has allowed me to integrate the professional and personal 
parts of my life in a manner which has made for five very enriching and fulfilling years.
Reference
Chen, Y.W., & Dilsaver, S.C. (1996). Lifetime rates of suicide attempts among subjects with 
bipolar and unipolar disorders relative to subjects with other Axis I disorders. 
Biological Psychiatry, 39, 896-899.
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ACADEMIC DOSSIER
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Introduction to the Academic Dossier
The academic dossier is composed of three essays. The first of these deals with the high rate 
of suicidality amongst individuals with bipolar disorder and considers psychodynamic 
theories on suicide and on manic-depressive disorder (as BD is referred to in psychoanalytic 
theory) in the search for answers. The second essay looks at the role of the therapeutic 
relationship in cognitive-behavioural therapy using the example of the treatment of borderline 
personality disorder through Young’s Schema Therapy. The third and final essay explores 
the individual dimensions of clinical presentations and, using the example of shame, 
highlights the necessity to engage with the underlying personal meaning of any clinical 
narrative so as to fully understand and meet the clients’ needs.
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ESSAY ONE
Suicide in manic-depressive illness 
A psychoanalytic exploration
Why are people suffering from manic-depressive illness so prone to suicide?
How can suicide in bipolar disorders be explained by psychoanalytic theories?
In order to explore the above questions this essay gives a very brief overview of some major 
psychoanalytic views of suicide and manic-depressive illness. Combining the insights these 
theories offer, some suggestions are made as to why individuals presenting this condition 
might be so particularly vulnerable to committing suicide.
Suicide in bivolar disorder
Bipolar spectrum disorder is commonly described as a severe and chronic mental 
illness, characterised by changes between manic and depressive episodes of mood. It affects 
3-5% of the population (Leahy, 2007; Benazzi, 2007a), is the sixth most common reason for 
disability in the US (Altmann et al., 2006) and roughly 50% of those diagnosed with bipolar 
disorder (BD) will attempt to take their life at least once during their lifetime (Chen & 
Dilsaver, 1996). With approximately 1% of completed suicides annually the suicide risk 
among people with bipolar disorder (BD) is sixty times higher than that of the general 
population (Fontoulakis, Gonda, Siamouli & Rihmer, 2009) and higher than that of people 
suffering from any other type of axis 1 mental disorder (Chen & Dilsaver, 1996). An 
important aspect is the high lethality of suicidal behaviour in BD, with the ratio of attempts to 
suicide being 3:1 compared with a ratio of 30:1 in the general population (Baldessarini, 
Pompili & Tondo, 2006). Suicidal acts have been observed to occur early on in the illness and 
to be particularly associated with the severely depressive or mixed episodes of the illness 
(Balasz et al., 2006; Baldessarini et al, 2006).
The course of BD is such that depressive episodes prevail -  individuals in long-term
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treatment are found to spend half of their lives in a depressed state and only 10% of their time 
in a manic or hypomanie state (Judd et ah, 2002). This chronic depression is not a major 
depressive episode, but rather presents as chronic, unremitting and just below the diagnostic 
threshold (Judd et al., 2002). Judd and Akiskal (2003) emphasise the devastating effect this 
chronic subsyndromal level of depression has on function and quality of life.
Why might this particular condition have such particularly devastating consequences? 
In order to explore this question it is important to gain an insight into the dynamics of 
suicidality. In Western society suicide is mainly associated with mental illness (Fonagy, 
2008) and therein understood as a symptom. However, research into the use of 
pharmacological treatment does not support this perspective. Although mania does somewhat 
respond to the administration of Lithium, anti-depressants have not been shown to be 
beneficial in treating the depression in people with BD (Ghaemi, Lenox & Baldessarini, 
2001). Considering the evidence showing a positive outcome of psychodynamic intervention 
for treating and preventing suicide attempts (Roth, A. & Fonagy, P., 2005), an understanding 
of the psychoanalytic perspective on suicide seems both warranted and necessary. The 
following section gives a brief overview of some of the relevant major concepts in 
contemporary psychoanalytic literature.
Psychoanalytic views o f suicide
In his paper “Mourning and Melancholia” Freud (1917) conceptualises suicide as the 
inward turning of aggression originally felt towards a lost person. As this person is no longer 
“available”, ambivalent and angry feelings are now redirected towards a part of the self that 
was identified with the lost person, resulting not only in depression but also giving rise to the 
further development of identification and sadistic tendencies towards that person, acted out 
upon the self. This implies a split in the ego wherein the part that is now identified with the 
hated and loved object is attacked by the self, making the suicidal person both the murderer 
and the victim (Schachter, 1999). He argues:
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“The ego can kill itself only if ...it can treat itself as an object -  if it is able to direct 
against itself the hostility which relates to an object and which represents the ego’s original 
reaction to objects in the external world.” (Freud, 1917, p.252)
The above mentioned splits in the internal worlds of the suicidal person are crucial to 
the conceptualisation of suicide. Klein describes the process of projective identification 
whereby the infant splits his world into good and bad objects by projecting its anxious and 
aggressive impulses onto another object. Thus, it can maintain a view of itself that is good 
and safe, whilst being able to be sure about the location of all things negative, i.e. the bad 
object. However, this results in the infant feeling persecuted by the bad object, fearing attack 
and annihilation. The more anxious the infant feels the more it idealises the good object, 
projects his anxiety onto the bad object and in turn feels even more persecuted by it (Gomez, 
1997). This developmental stage of dividing the world into good and bad objects (the 
paranoid-schizoid position) is present in most severe psychopathology and is central to 
suicidality. Here, their own body has become identified with the bad object and hence needs 
to be destroyed (Bell, 2008). It is through identification of parts or of the whole of the body 
with the bad that the solution of self-destruction is created: By killing the body the bad is 
simultaneously killed and provides a way of ridding the self of the bad.
Yet, the question remains: Why do some people have the need for such drastic 
measures though whilst others seem to be capable of solving their conflicts in different, more 
mature ways?
Maltsberger (2008) answers this question introducing the concept of the break-up of 
the self. He argues that suicide occurs when affect cannot be moderated as the individual is 
overwhelmed by a state of traumatic or primary anxiety caused by the experience of not 
being able to control floods of most intense emotions. Being exposed to the pain of these 
emotions and the utter inability to control these is a traumatic experience, giving rise to 
traumatic anxiety or “primary anxiety”. Chronic exposure to this sort of primary anxiety, to 
the experience of utter helplessness against intolerable emotional pain, damages the ego and 
leads to withdrawal of its protective structures thereby opening the path to its destruction 
through attacks from the super-ego.
However, for somebody to physically execute an act of such destructive aggression 
against himself a further aspect is necessary -  the dissociation of the self from the body. This
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requires a return to the primitive processes as described by Klein: When the part of the self­
presentation associated with the body is identified with the bad object it adopts a “not-me” 
quality, becomes an object and is no longer part of the self. The person can then become 
“paranoid ... to his own disowned flesh and may attempt to rid himself of it, experiencing his 
body as a persecutory enemy.” (p. 39 ff.). Thus, the person can attack its own body as if it 
were somebody else (an object) and has thus created the solution for escaping the unbearable 
pain of the primary anxiety.
This leads to the paradox of suicide which has been observed by many analysts in 
their work with suicidal clients. The analysis of suicide fantasies has shown that whilst the 
patients wish to die they also expect some part of them to survive and to live on in a better 
life. It is an integral part of the suicide as a means to an end which enables the person to 
finally indulge in an existence free of anxiety, guilt and persecution. Maltsberger and Buie 
(1980) summarise:
“It is the paradox o f suicide that the victim, finding inner death in life, seeks inner life 
in dying." (p. 415)
As further concluded from numerous clinical observations the purpose of this afterlife 
seems to be a merging with an idealised mother (Campbell, 1999; Classer, 1992 cited by 
Schachter, 1999). For certain clients separation from the mother had been so painful that they 
maintained a phantasy of an idealised, perfect mother. To merge with this image of the 
perfect mother in order to return to a place of complete safety was the anxious client’s aim. 
At the same time however, this person would be terrified at the idea of being either engulfed 
by the mother in the merging or abandoned if the merging is withheld. In this situation 
suicide constitutes the resolution of this conflict by projecting the feared, engulfing part of 
the other onto the body part of the self and then killing it by committing suicide. The 
surviving part of the self is hence free to unite with the split-off and thereby equally 
surviving, idealised part of the good mother.
The solution to this conflict called the “core-complex” (Classer, 1992 cited by 
Schachter, 1999) comes in the form of the father: In early childhood it is the father’s role as a
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third object to facilitate separation from the mother by offering a good relationship outside 
the symbiotic ties of the mother-infant dyad. This allows the infant to achieve and bear a 
sense of good separateness and consequently to develop a healthy sense of self. In the 
analysis of his suicidal patients, Campbell (1999) found that the majority felt abandoned by 
an unavailable father, left to be consumed by an engulfing mother. Campbell (1999) observed 
that his suicidal clients struggled with the separateness from the mother as the absent father 
had deprived them of the opportunity to learn how to cope with the separateness and the 
longing for the mother.
A suicidal act by an individual who has not resolved the core complex can thus 
constitute the attempt to reunite with the lost mother. The killing of the body can be 
conceptualised in several ways: Firstly, it provides a means of getting rid of the persecuting 
mother, represented by the body through projective identification. Secondly, the body with its 
physical boundaries can be understood as a reminder of the unbearable separateness which is 
thereby attacked in suicide. Lastly, it provides a powerful opportunity to punish the parents 
both of whom have failed the child in their respective roles in the development of the separate 
self. By killing itself, the child also kills what is most precious to the parents -  their child 
(Friedman (1967 cited by Hale, 2008).
In the following section, psychoanalytic perspectives on bipolar disorder are briefly 
presented.
Psychoanalytic views o f bipolar disorder
In her contribution to the psychogenesis of manic-depressive states Klein (1935) 
explains mania as a defence against the depressive position. According to this concept 
mania’s predominant characteristic is a sense of omnipotence employed by the patient as a 
means of defending against the experience of loss, primary anxieties and fears of persecution. 
The depressive state, or melancholia, stems from this anxiety based on the painful 
dependence on the loved objects with all its associated feelings of guilt, loss and 
responsibility as well as on the fear of the internalised bad objects. To be persecuted by the 
unbearable feelings projected into the bad object causes the patient to experience intense
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fears of annihilation. Not able to renounce its good objects nor to escape the terrors of the 
internalised bad objects the patient is trapped in the depressive state, resulting from paranoid 
anxiety. Through employing certain mechanisms the patient attempts to escape from this state 
into the manic state. The mechanisms of denial are, amongst others, processes of denying the 
importance of the objects, detaching from the object, mastering and controlling the objects 
and a hunger for internalising more and more good objects. This results in overactivity as 
well as a sense of omnipotence, both characteristic for the state of mania.
Some dispute this view arguing that mania is more than a simple denial of depression. 
Atwood, Orange and Stolorow (2002) argue that mania is the protest against most intense 
fears of annihilation caused by a life of being forced to accommodate to agendas that are not 
the person’s own. Based on the observation that the families of manic-depressive patients 
tend to be ones in which the child serves the need of others and is not seen as a separate 
identity in its own right they suggest that the bipolar child’s mania constitutes a temporary 
relief from the compliance with the annihilating parents’ demands. By breaking out of the 
compliance and entering a world of extremes, excitement and euphoria the individual is 
celebrating a moment of freedom and taking lost opportunities to the extreme. In mania, it is 
argued, the individual is thought to have the opportunity to gain a sense of who he or she 
might be or could be. However, this exciting episode of self-experiencing cannot be 
maintained as the breaking out of familiar patterns leaves the individual without a structure 
that can form an alternative pattern. The celebrated freedom turns into disorganised chaos and 
collapses, sending the individual back into the state of compliance and loss.
In “The Drama of the Gifted Child” Alice Miller (1983) similarly emphasises the role 
of the parents’ agenda and the child’s painful dependence in the development of BD. Here, 
the child is deprived of the opportunity to develop a real sense of self by the mother’s 
admiration and her need to have a successful child, a performer that she can rely on to satisfy 
her narcissistic needs. The child used in this manner lives in constant fear of the mother’s 
embarrassment if it were to fail, invariably leading to the withdrawal of love and admiration. 
Thus, the narcissistically possessed (by the mother) child is condemned to a lifetime of 
performing lest it loses the mother’s love, the source of its identity and justification of its 
existence. However, the admiration earned in this way is no substitute for real love, which 
leads to an eternal striving by the only means known to this child: performance, success and 
compliance. Here, Miller’s view of the nature of mania deviates from that of Atwood et al.’s
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(2002): Miller understands mania as the repeat of the constant and compulsive striving for 
mother’s approval. This approval temporarily relieves the child from the depression caused 
by the complete lack of the sense of self, however, as soon as the admiration ceases this is 
experienced as an unbearable loss which the child has never been allowed to see and can thus 
not deal with. This is in line with the Kleinian view of mania: the inability to overcome the 
loss of the good object and to tolerate the fear of the bad one, i.e. mania understood as the 
inability to mourn.
Possible explanations for the frequency o f suicide in BD
In light of the above considerations, the internal world of an individual presenting 
with bipolar patterns seems an experience of inescapable fear and lack of identity.
The consideration of the role of mania sheds some light on the internal processes that 
may lead to the high number of suicides in BD. The fact that the bipolar patient is trapped in 
the depressive state by his inability to renounce the good objects and escape the terrors of the 
bad ones leads to a chronic experience of primary anxiety, responsible for the break-up of the 
self as suggested by Maltsberger (2008). As this is a chronic experience rather than a distinct 
episode, marked off by periods of euthymia as in major depressive disorder, it might form an 
explanation for the characteristic presentation of chronic subsyndromal levels of depression 
in BD.
The manic state in BD, whether it forms a period of unsustainable freedom that is lost 
over and over again with the collapse of every manic episode (Atwood et al., 2002) or a 
compulsive repeat of behaviours intended to comply with the parents’ demands (Miller, 
1983), does not allow the individual to be their real self. In the depressive state the lack of 
self is even more emphasised and more apparent to the individual who is painfully aware, 
albeit unconsciously, of their many losses in this state: firstly, of the loss of the self as the 
child was neither allowed to be their real self nor seen for who they really are (Miller, 1983). 
In Kleinian terms, the depressive state brings the awareness of the inability to be themselves 
caused by the dependence on split-objects as opposed to the ability to love the whole object, 
which is, according to Klein (1935), elementary for the ability to love the real, whole self. 
Secondly, the individual is aware of the loss of the parents who have failed them so
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completely. As mentioned by Miller (1983) and Atwood et al. (2002) the bipolar child tends 
to grow up in families in which the individual experience and expression of the self is 
prohibited from a very early age and is replaced by a relationship with the mother the whole 
purpose of which is to fulfil the parents’ narcissistic needs. Thus enmeshed in a relationship 
of extreme dependence with the mother, the child both loves and fears the mother (core 
complex). In addition, this is possibly combined with an immense feeling of anger towards 
her for creating an environment in which the child was never been free to exist in its own 
right, but only ever to serve a purpose, defined by the needs of the dominant mother. For a 
child like this, the suicide phantasy of reuniting with the idealised part of the mother that 
survives the killing of her bad part (in the form of the child’s suicide) is most attractive. 
Furthermore, imprisoned in this dependence the child never has the opportunity to experience 
good separateness, and hence has neither the incentive nor the ability to separate and to 
develop its own identity. Whether the suicide is predominantly an expression of punishment 
of the parents or an escape from this endless loop of the false-self existence may be an 
emphasis that differs from individual to individual. But these major losses together with the 
lack of a coherent sense of self, which might otherwise provide the opportunity for occasional 
independent achievement or true enjoyment of own interests, may, in line with Maltsberger 
(2008), constitute a chronic and severe experience of annihilation and thereby form an 
emotional experience that is so traumatic that it results in the destruction of the ego and its 
protective structures giving way to self-attack and ultimate self-destruction.
These internal processes give the experience of bipolar disorder a traumatic quality so 
intense that it leads to hopelessness and helplessness, resulting in an act of self-destruction 
that can only be understood as an expression of absolute despair and unbearable pain.
In summary, bipolar disorder might be described as the experience of the lack of self. 
Without an existing real self and with no prospect of ever achieving one, the bipolar person 
may feel like he has never really lived and may thus consider suicide not only as an 
expression of the pain of the losses of self, mother and opportunities, but also as a physical 
equivalent of an internal state -  that of being dead already.
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ESSAY TWO 
Relating to the inner child 
On the use of the therapeutic relationship in schema therapy 
for borderline personality disorder
This essay is based on the schema therapy approach as developed by Jeffrey E. Young 
(2003). All conceptualisations, technical terms and processes are taken from his book Schema 
Therapy. A practitioner’s guide.
The essay gives an overview of schema therapy and its use of the therapeutic 
relationship. The particular conceptualisation and treatment of borderline personality 
disorder (BED) are chosen to illustrate challenges that can ensue for the therapeutic 
relationship. Case vignettes illustrate how the therapist navigates these and the importance of 
the use of self and self-reflection for the cognitive behavioural practitioner is emphasised.
Theoretical overview
Schema therapy was developed by Jeffrey Young (1990) in response to the limited 
success that traditional cognitive behavioural therapy (CBT) achieved with clients suffering 
from axis U disorders (Beck, Freeman & Associates, 1990 cited by Young, Klosko & 
Weishaar, 2003). It combines cognitive-behavioural techniques with elements of other 
therapies and focusses on the identification of dysfunctional cognitive and emotional patterns, 
so-called schemas. It goes beyond traditional CBT by relying heavily on exploring clients’ 
childhood and the use of the therapeutic relationship as vital components of change, as 
opposed to CBT which regards the therapeutic alliance a necessary ingredient associated with 
positive treatment outcome. Commonalities with CBT include the general systematic and 
structured approach via specific descriptions of treatment stages and interventions, the focus 
on distorted cognitions, and the use of experiential techniques (e.g. imagery, empty chair 
technique and dialogues).
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Young (2003) conceptualised schemas as maladaptive patterns that developed as 
survival strategies in response to toxic childhood experiences. They consist of memories, 
cognitions, emotions, physical sensations and coping styles. The coping style  (surrender, 
avoidance, overcompensation) is the way the client has learned to deal with his schema over 
the years. In this way, a client may have a defectiveness schema and overcompensate for this 
by needing to be a high achiever in order to counteract his feelings of inferiority. Schemas 
can differ in intensity; a schema that was developed through severe deprivation early on in 
life will be triggered much more easily and will be accompanied by more intense negative 
affect than a schema that was developed later in childhood and possibly through the 
maltreatment of only one parent.
Schema modes  are emotional states that clients can shift in and out of within 
moments and that may encompass various schemas. An Angry Child mode for example 
might encompass the schemas of Abandonment, Mistrust/Abuse and Emotional Deprivation 
and a coping style of overcompensation. Clients with BPD rapidly shift between modes like 
anger, sadness, self-punishment and detachment.
Young (1990, 2003) proposes that these schemas and modes lie at the heart of 
personality disorders, developed because basic emotional needs (secure attachments, 
autonomy, sense of identity, freedom to express emotions, spontaneity and play, realistic 
limits and self-control) were not met in childhood. She further suggests that this poses a 
contraindication for traditional CBT: clients with a chronic axis II disorder often find it 
extremely difficult to relate to other people and therefore struggle to benefit from CBT 
interventions where no particular attention is first paid to the therapeutic relationship. Hence, 
schema therapy sees the therapeutic relationship as a vital component for change and has at 
its heart the two paramount features of “limited reparenting” and “empathie confrontation”.
The goal o f  schema therapy is to heal the maladaptive schemas by helping patients to 
internalise a healthy adult mode after the example of the therapist. This is achieved by 
providing, within the therapeutie relationship, what clients needed but did not receive from 
their parents (limited reparenting) and understanding the need for their schema and coping 
style whilst gently explaining their dysfunctionality in present contexts (empathie 
confrontation). Limited reparenting can be thought of as the “corrective emotional 
experience” often referred to in object-relation therapy (Cashdan, 1988).
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Borderline Personality Disorder
Borderline personality disorder (BPD) is marked by chronic instability in mood, self- 
image and interpersonal relationships (Sue, Sue & Sue, 2006). Clients struggle with aspects 
like impulse control, reality perception, and boundary and identity confusion (Masterson, 
1988). They have difficulty managing their emotions, often lashing out at the therapist when 
frustrated or frightened. They find it difficult to distinguish whether feelings are their own or 
not, often confusing their internal state with external reality and attributing their own 
emotions to other people (Masterson, 1988). They get easily overwhelmed by their emotions 
and, as mentioned before, quickly change from one emotional state to another, seeming like a 
vulnerable child in one moment and viciously attacking the therapist in the next (vulnerable 
child and angry child mode respectively) (Young, 2003). This not only makes it very intense 
and often draining to work with but also means that the schema therapist has to find ways of 
accessing the inner child. During these moments the client with BPD is not aware that the 
current situation is merely a replay of past childhood situations, but sees the therapist as 
actually abandoning her and is further unlikely to be aware of feelings of abandonment 
anxiety. The therapist’s task then is threefold: firstly, to find ways of accessing the
frightened child (vulnerable child mode) instead of addressing the adult; secondly, to provide 
an experience that is safe and trustworthy (reparenting); and thirdly, to make the adult client 
(healthy adult mode, real self) aware of what is happening. Hence, the therapist uses the 
therapeutic relationship in three ways: as a structure that puts her in the position of a parent, 
as a container in which transference and countertransference can be experienced, and as an 
environment which allows for the creation of a sense of safety and privacy. The goal of 
schema therapy is that the clients internalise the therapist’s ability to provide appropriate 
parenting and develop their own internal healthy adult.
Clinical illustration
In the following I will give examples of how schema therapy employs the therapeutic 
relationship in times of difficulty. Four situations are chosen from my work with one of my 
clients at my placement that present a challenge to the therapeutic relationship: the client’s 
anger about the therapist, the client’s withdrawal, the client’s acting out and the client’s 
overdependence on the therapist. Each of these situations represent modes characteristic for
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BPD clients: the detached protector mode, the punitive parent mode, the angry child mode, 
and the abandoned child mode respectively.
The detached protector mode
When the client is in the detached protector mode she disconneets from her emotions 
in order to protect herself from pain. Clients often feel that they do not know who they are in 
those moments and try instead to conform with others.
Nicola, a 27-year-old single woman diagnosed with BPD arrives to one o f 
our sessions with a smile on her face, sits down energetically and begins 
talking about the nice weather, people being out and about and the age o f 
the buildings the hospital is located in. The therapist asks whether this is 
what she wants to talk about in her session. She replies she never really 
has anything to talk about but feels happy for the therapist to suggest 
something. When probed, she reports not really having thought about 
anything in the past week and that she generally finds it difficult to 
remember things anyway. The therapist feels impatient and somewhat wary 
o f her (in her mind she saw her sitting on some sort o f huge ball -  a bomb 
she realised later) and tentatively asks whether by talking about these 
everyday topics she might be avoiding talking about something more 
difficult to share. She asks whether there is a part inside her for which it 
might be important to share this. After a while sthe client takes a deep 
breath and discloses that she had been really annoyed with the therapist all 
week for something she had said in their previous session.
By inviting Nicola to share her difficult emotions the therapist lets her know that it is 
safe to take this step and that the therapist is ready to listen to whatever it is. She invites her 
to be vulnerable (expressing her anger immediately results in a fear of rejection) and tries to 
ereate a safe environment through a calm but factual tone of voice, thereby creating the 
atmosphere for her expressing criticism rather than soothing her. In doing so the therapist
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both protects the client so that her detached protector can let go and invites her to express her 
feelings, a reparenting experience she may not have had with her parents. Finally, the 
therapist asks the client whether she feels any different towards the therapist than at the 
beginning of the session and an exploration of the advantages and disadvantages of the 
“detached protector” mode ensues. Suddenly, she begins to severely criticise herself for 
something completely different that happened at a different time in her life. She has switched 
to the “punitive parent mode”, who is punishing her for expressing the anger.
The punitive parent mode
The punitive parent is the client’s internalisation of her parents who criticised, 
dominated and punished her in childhood. The client now directs the punishment towards 
herself and often speaks of herself in derogatory terms, thereby becoming her own internal 
critical parent.
In the same session Nicola talks about a former relationship in which she 
experienced intense negative feelings towards her partner. She did not 
share these, but tried to hide them and now feels very guilty about this 
behaviour. She goes on to criticise herself, saying that she is a liar, a bad 
person for being superficial, egoistic and generally evil. She falls silent 
and seems to withdraw, disappear from the room and avoid all contact 
with the therapist.
In terms of schema therapy this would be understood as Nicola becoming self- 
loathing and seemingly depriving herself of the brief contact she had experienced with the 
therapist before. She is punishing herself for the previously expressed feelings as her 
detached protector mode is warning her of the dangers of showing emotions.
During the session the therapist remarks that Nicola seems to be quite hard 
on herself and invites her to explore her reasons for doing so, as well as 
fo r not sharing her feelings at the time. The therapist discloses her feeling 
protective and understanding towards the part o f the client that was being
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downgraded and they later touch on aspects like forgiveness and 
understanding towards oneself
This exchange offered Nicola the opportunity to experience empathie understanding 
and gentle reparenting. By self-disclosing the therapist models protective and forgiving 
behaviour towards the client, something she is likely to not have received from her parents. 
This way, the therapist not only makes use of modelling alternative ways of behaving but also 
of the actual relationship in the here and now. By sharing her actual feelings at that moment, 
her urge to protect the client, the therapist directly relates to the client in the here and now, 
almost reaching out and trying to hold her. This may help the client to reconnect with the 
part that was withdrawing and that she had tried to suppress by punishing it. In following 
sessions continuous work was undertaken on reattributing the punitive part to its original 
source, e.g. her parents, so as to free the client of this part. This reattribution is necessary for 
the client to acknowledge that she is not worthless and to feel the part that was frightened and 
deprived by the punishment (Young, 2003).
The angry child mode
In the angry child mode the client suddenly cannot suppress her emotions any longer, 
often in the face of a great threat, such as abandonment. She expresses her rage about the 
hurt of the past, the unmet needs and the deprivation, neglect and abuse, via the current 
situation. This ean often result in the client “acting out” in the session, projecting all the 
disappointment and hurt onto the therapist:
On hearing that the therapist’s time at the service was limited to a year,
Nicole becomes furious and accuses the therapist o f being a cheat, not 
caring for her at all, experiencing sadistic enjoyment when listening to her 
problems and having no intentions o f actually helping her but keeping her in 
her bad state. The therapist names her emotions, rage and disappointment, 
and encourages the client to talk about these. However, the client continues 
to shout at the therapist, gets up and leaves the room not to return for the 
remainder o f the session. In the following session the incident is explored
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further, including empathising with the underlying hurt on part o f the 
therapist as well as joint exploration o f alternative ways o f expressing these 
difficult emotions. The therapist apologised for not having made it clearer 
to the client earlier in therapy that her time at the service was limited.
Young (2003) suggests four aspects for dealing with the angry child mode: 
ventilation, empathising, reality-testing and assertiveness rehearsal. By naming the emotions 
and inviting the client to talk more about her anger the therapist models that the client is 
entitled to feel this way. It is important not to be too soothing at this stage, which might 
sidestep the anger, but to allow the client to stay with her anger. Through exploring what the 
client’s feelings were triggered by -  without being defensive -  the therapist acknowledges 
that the client may be right in her anger. An apology, if appropriate and genuinely felt, 
assures the client that she is worthy of respectful treatment and that she is equal to the 
therapist. If the expression of the anger was disproportionate, appropriate levels of assertion 
can be explored. Here, an appropriate level of self-disclosure can be helpful, by explaining 
what effect the client’s behaviour has on the therapist. This will show the client that she can 
have an effect on others, comparable to the important developmental stage in infancy when 
babies realise that their actions have an effect (Piaget, 1951 cited by Smith, Cowie & Blades, 
2005). By then gently touching on the underlying pain of abandonment, the therapist later 
tries to make the client aware of the link between the present behaviour and the pain of the 
past. If the client manages to recognise and possibly even feel the pain, a shift from the angry 
child to the abandoned or vulnerable child is possible.
The abandoned child mode
This is the part of the client that holds the pain. It is the inner child that is still in the 
grip of the maltreatment and fear. It is the goal of therapy to create a safe enough 
environment for this part to come to the fore, to reparent it and allow it to undergo 
developmental steps that could not be taken during the client’s childhood in her family of 
origin. This mode refers to a time at which the client was very young, which is reflected in 
the behaviour and cognitive abilities exhibited when in this mode. For example, clients often 
lack “object permanence”, i.e. they cannot hold an inner image of a caretaker or the therapist
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unless that person is present. In therapy, this can lead to phases of the client’s 
overdependence on the therapist.
Various times during therapy Nicola would go through phases o f repeatedly 
ringing during the week, asking whether the scheduled appointment would 
take place, leaving messages for the therapist and asking to be rung back.
One day, she began the session by handing a notebook to the therapist, filled 
with her handwriting from cover to cover and stating that this was her life 
story, that she wanted the therapist to read between sessions.
The client is experiencing the terror of impending abandonment and starting desperate 
attempts to avoid this. She is preoccupied with making sure that she is taken care of and not 
forgotten, and the times between sessions seem almost unbearable. In this situation the 
therapist takes utmost care to create a safe and “holding environment” (Winnicott, 1965), 
reassuring the client that she will be there for her and not abandon her, unlike what happened 
to her in her past. Again, this mention of the original situation is important in order to make 
the client aware that her present emotions are a reaction to past circumstances and therefore 
dysfunctional. Limited reparenting is at the core of the therapy and provides the base from 
which the client starts out into the real world after having “refuelled” and satisfied her unmet 
childhood needs. In this example, this might be illustrated by the notepad: the therapist held 
onto it for a while, much like holding the client’s hand, a steady connection between sessions, 
but returned it to her when she was ready to take her life “in her own hands”, when she felt 
strong enough to contain her history herself rather than needing someone else to do it for her.
The repeated experience of reparenting and empathy will in time have a soothing 
effect on the vulnerable child and enable this part to step forward more often. It is then that 
direct healing of the old wounds and satisfaction of the unmet childhood needs can take place 
(Young, 2003).
Conclusion
As seen in the case-vignettes, working with BPD clients can be intense and
challenging. In addition, the therapist’s own schemas are easily triggered due to the clients’
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acting out and boundary confusion. Furthermore, the focus on the use of the therapeutic 
relationship requires the intense use of the self. It is important for the therapist to be aware of 
her own schemas. The practice of self-reflection and self-care (Bennett-Levy, 2001, 2005) in 
order to protect the client and the therapeutic work is of great importance. These dynamics 
however, are not limited to work with personality disorders or schema therapy; all encounters 
with human distress and complexity require discipline and insight. It is therefore desirable 
that a greater importance be placed on the CBT praetitioner’s own therapy throughout 
training, so as to safeguard clients and ensure quality and reputation of the therapeutic 
profession.
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ESSAY THREE 
Behind the fig-leaf... no gleam in mother’s eve 
An object-relations exploration of shame
I  have just made an awkward or vulgar gesture. I  neither judge it nor blame it. I  simply live 
it. [...] But now I  suddenly raise my head. Somebody was there and has seen me. Suddenly I  
realize the vulgarity o f my gesture, and I am ashamed.
(Sartre, 1958, pp. 301-2)
The topic of shame has been studied from many angles, such as the evolutionary and 
cultural study of emotion, non-verbal communication and neuropsychology (see Schore for 
the neurological effects of prolonged shame in infancy). This essay will focus on a 
psychodynamic understanding, and in particular on an object-relations-view of the aetiology 
and treatment of shame. The particular focus of this paper is a deep and chronic sense of 
shame of self, not the temporary reactive shame in response to an event. The essay begins 
with a case vignette, taken from my work at placement with a client for whom shame 
transpired to be a painful and central aspect to her longstanding problems.
I saw a woman in her fifties, whom I will call Anna, presenting with OCD, a history 
of a psychotic episode and, according to her own words, having admitted herself into a 
psychiatric hospital in order to avoid the clearing of her childhood home after her parents’ 
death. She described leaving notes in bins and handbags saying “I am a thief!”, and general 
contamination fears. In particular she was concerned with not having wiped herself 
sufficiently after a toilet visit, thereby carrying urine or faeces on her body and contaminating 
her house. Our plan was to follow the CBT protocol for OCD, involving graded exposure 
and response prevention.
Unusually for me, I struggled to like her. I found it very difficult to look at her, and 
thought of her as somehow shrivelled up, grey and wrinkly. In addition, she rarely ever 
looked at me, often sitting on the edge of her seat as she stared out the window or onto the 
floor, her face turned away. Over the weeks I became strangely aware of a need to look at
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her and, fortunately, of my growing ability to do so. I had intense moments of looking at her, 
my eyes wandering slowly across her face and her wrinkles. I saw the lack of make-up, the 
beautifully shaped eyebrows, her cheekbones and erow’s feet. I was caressing her dry and 
anxious face with my eyes. This went hand-in-hand with feeling warmer towards her, and 
liking her. The exposure work was going well, she was very proactive in setting herself 
challenges and reducing her obsessive behaviours, yet her conviction that she was dirty, 
dirtier than the rest of us and a bad, undeserving person did not fade. A long time into the 
treatment she suddenly began speaking of her childhood, her feeling rejected by her mother 
and her own sexual abuse. I had a sense that she had finally arrived in the treatment room, 
with her whole self and not just her symptoms.
Theoretical overview
The topic of shame has been strangely neglected in the vast body of literature on 
psychopathology and only gained theoretical interest in the 1970s. Freud focussed instead on 
guilt, the indexes to Klein’s and Jung’s work do not contain an entry (Ayers, 2003) and 
Kohut spoke of feeling mortified (Morrison, 2001).
Although guilt and shame are often used interchangeably it is important to 
differentiate the two: shame is a sensation that refers to the sense of the whole self, whereas 
guilt refers to an action that has hurt another. Shame usually results in paralysis or passivity, 
whereas guilt can lead to frantic action. Moreover, the healing of guilt requires forgiveness 
whereas the healing of shame involves acceptance of undesired aspects of the self, of our 
shadows (Morrison, 2011). The psychological /wMcrmn of shame is generally seen to be 
social. It ensures conformity with social norms via the human need to belong and the fear of 
criticism and isolation. On the other hand, we experience shame when our privacy is not 
respected and our personal fantasies or behaviours are exposed. Thus, shame mediates the 
interpersonal space of human interaction and keeps the balance between individuality and 
conformity (Jacoby, 1994).
Turner (1995 cited by Ayers, 2003) comments that the very nature of human life is 
shameful:
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“The coexistence of a reflective mind with a smelly, sexed, and partly autonomous 
body; the horror of death, the ambiguous relationship of human beings and the rest of nature; 
the incestuous paradoxes of kinship and parenthood; the crimes of our ancestors against 
people or species they displaced; the capacity to lie given us by our language... Our 
aboriginal human philosophy tended... to divide the cultural from the natural.”
(Turner, 1995, p. 1061)
In our society sexuality and nakedness are (still) inherently shameful aspects. It is 
insightful to note for example that in German the female genitals are called “die Scham” (the 
shame). Freud suggested that it was the development of language, and the decreased 
importance of the sense of smell through man’s assumption of an erect posture together with 
the evolution of language, that lead to the disappearance of sexuality from common discourse 
(Freud, 1909 cited by Mollon, 2005). Kirshner (2004 cited by Mollon, 2005) presents 
Lacan’s account of the human dilemma in which he argues that the symbolic nature of 
language lets us yearn for, yet defend against, the powerfully immediate and thereby 
terrifying experience that is not represented or described. This is given in sexual intercourse, 
constituting an opportunity for the full satisfaction {“Jouissance”) of reality and direct 
experience.
It is generally accepted that the development of shame precedes that of guilt, yet 
various aspects are still debated, such as when exactly shame develops, whether it is a learned 
or an innate response, and whether it is a defence in itself or whether it gives rise to defence 
strategies. Lastly, structural theorists emphasise the tension between ego and ideal ego (Piers 
& Singer 1953 cited by Morrison, 2011), whereas object relation theorists focus on its major 
role in the development of the self (e.g. Spero, 1984; Stadter, 2011) (Ayers, 2003).
In his essay “On narcissism” Freud (1914) conceptualises shame as a tension 
between ego and ego-ideal caused by the failure of the ego to adhere to the ideal ego’s 
standards. In falling short of these standards the ego experiences failure and a drop in self­
esteem is experienced (Morrison, 2011). Erikson (1959) places the emergence of shame in 
the pre-oedipal stage of “shame versus doubt and autonomy” when the child struggles with 
narcissism, self-image, the ego-ideal and the recognition of the object.
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Later, object-relationist theorists agree that an attuned early mother-child relationship 
is crucial to the development of a coherent self and healthy self-esteem. According to Heinz 
Kohut’s (1971) self-psychology one of the first needs of the infant is the so-called 
“grandiose-exhibitionist” need to be mirrored which is satisfied by what Kohut called “the 
gleam in the mother’s eye”, i.e. the mother’s communication that the child is wonderful, 
special and a pleasure be around. If this communieation does not take place the development 
of the healthy self can be disturbed and in its place the development gets fixated at the stage 
of the “grandiose or narcissistic self”. The grandiose-narcissistic needs are frustrated and 
repressed as they are too painful to be kept in consciousness and an insecure, worthless self 
emerges that may exhibit intense needs of being admired or at times narcissistic self­
presentation (Kahn, 1991). For example, a mother-child relationship where there is too little 
empathy for the infant and an overemphasis on the mother’s state of mind may result in the 
child growing up with an awareness that it is better to accommodate itself to others lest it 
feels a burden and ashamed. Prolonged mis-attunement between caregiver and child may 
result in an unconscious understanding such as: “No matter who I am, no matter what I say 
[...] no one will ever accept me, [...] if I seek relationships with others, I will be met with 
humiliating rejection.” (Jacoby, 1994, p.36).
Stem (1985) provides a timeline of the emergence of the sense of self based on infant 
research and identifies the nascent capacity for interpersonal relatedness and intersubjectivity 
at 7-15 months. At this stage the infant wants to share its experiences with the mother as the 
sense of self has begun to develop and separate. The infant experiences the need to be 
understood and seen. Jacoby (1994) argues that it is in this phase that neurotic shame 
experiences can develop if the infant is met with serious and prolonged disapproval, disgust 
at anal excretions or a general failure in attunement as mentioned above.
Ayers (2003) similarly emphasises the role of maternal mirroring (Winnicott, 1965) in 
shaming, however she talks about “core shame” as an injury to self-development that has 
happened earlier than proposed by Kohut and Morrison, i.e. during the holding phase rather 
than the grandiose phase of development. This involves the experience of shame before the 
self has fully developed and an exacerbation of this through a later experience of the 
grandiose-narcissistic phase. She argues that the mother’s serious failure to mirror in early 
infancy can actually prevent the development of self and instead create a core of shame and 
further that damage in the later stage only would not account for psychotic elements of “core
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shame”. If the mother communicates her own distressed mental content when looking at her 
child rather than reflecting love and her holding it in mind (Winnicott, 1971), this constitutes 
a premature separation of mother and infant. In narcissism, Ayers continues, the self has split 
off the experience of the failing mother, i.e. the self-foeus of the narcissistic person 
constitutes the infant rejecting the mother. Ayers further suggests that the notion of exposure 
in shame, reflected in expressions such as wanting to hide one’s face or be swallowed by the 
earth, refers to this painful, premature (untimely) separateness and the unconscious longing 
for the holding union with mother, i.e. the return to the womb. Ironically, the adult suffering 
from core shame is also tied to the mother by this failure, unable to separate healthily and 
develop its own real self.
Therapy
The presentations of shame in the therapeutic encounter are manifold. Shame 
underlies many clinical presentations and is thereby easily overlooked if the professional 
discourse focusses on psychiatric diagnoses that are offieially recognised in the ICD or DSM. 
Shame is thought to underlie conditions such as narcissism, social phobia, addictions, PTSD, 
dissociation, and depression (Lansky and Morrison, 1997 cited by Ayers, 2003); it is also 
involved in complex affective states like rage, envy, despair and hopelessness (Morrison, 
1989; Wurmser, 1997 cited by Ayers). In order to establish real contact with the client or to 
achieve real change it is necessary to eonnect with the person’s actual dilemma and not to 
concern oneself only with a blanket diagnosis. In the following section therefore some of the 
many disguises in which shame may enter therapy are described, as characterised by 
Morrison (2011).
It is in the very nature of shame to be hidden and denied, i.e. defended against. 
Therefore merely identifying and naming it will communicate to the client that both its 
content and the shame itself are bearable, and can be without destroying the person or the 
relationship. In order to do so however, one must be able to reach through the various 
defences. The most common is anger, also understood as narcissistic rage (Kohut, 1971) as a 
response to narcissistic injury. In their rage-shame-cycle Piers and Singer (1953) and Lewis 
(1971; both cited by Morrison, 2011) suggest that anger is also used to defend against the 
paralysing passivity of shame by transforming it into activity. I will describe below some
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clinical presentations in therapy in which it might be difficult to detect the shame underlying 
the presenting difficulty:
Similar to the rage of the narcissistic injury is the defence of contempt, whereby the 
individual projects her own shameful feelings onto another person who then becomes 
ridiculed instead, leaving the protagonist feeling superior and without the need to be 
ashamed. Envy also manifests itself as the projection of aggression against the self through 
attacking the other. Here, the individual attacks the other in a defence against feelings of 
inferiority with respect to the other, thereby avoiding the feelings of shame.
Depression can also be difficult to recognise as concealed shame in the therapy room 
with its characteristic sense of failure, helplessness and passivity. Kohut (1977 eited by 
Morrison) coined the term “guiltless depression” in relation to the failure of adhering to 
personal ideals, similar to the above-mentioned tension between the ego and the ego-ideal. 
Morrison (2011) emphasises the difference in working with shame depression as opposed to 
loss and internally directed aggression depression, with the former needing an emphasis on 
the client’s view of the self and self-esteem. A characteristic sense of isolation and loneliness 
may be associated with the experience of rejection and abandonment in shame.
Finally, withdrawal is a characteristic behaviour in the concealment of shame. To 
want the earth “to open up and swallow me” is a classic exclamation in those afflicted with 
shame, albeit more associated with the reactive, social type of shame, i.e. interpersonal shame 
rather than the deep shame concerned with the sense of self, i.e. intrapersonal shame.
By association shame holds those aspects of the self that are too painful to be seen or 
acknowledged. These aspects are therefore not allowed in the open, they are not part of our 
public self and are not talked about. This does not mean though that they are repressed into 
the realms of the unconscious (Mollon, 2005). On the contrary, people who suffer from 
shame are very aware of their shameful aspects, yet it does not enter social interactions 
thereby condemning itself to a shadow existence, forevermore unchallenged and 
unintegrated. It is in the nature of shame that by remaining so well hidden, it is kept alive.
My client “Anna”, mentioned in the outset, seems to have employed withdrawal as a 
means to deal with her feelings of shame. Firstly in a rather practical way by admitting 
herself to hospital and thereby withdrawing from her immediate circumstances which were
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threatening her having to relive shaming experiences from the past and secondly, by 
disappearing into a psychotic episode thereby withdrawing from reality and the need to 
interact with people. With hindsight my sense of needing to look at her and physieally warm 
her might be understood in Ayers’ (2003) terms of healing through the mother’s look. She 
emphasises the role of eye-contact between mother and infant in the development of self and 
illustrates that the gaze is both a vehicle for the infliction of the deep shame injury by the 
mother’s failure to mirror as well as a means of healing: “Therapeutically, eye contact can 
become a way of touching the infant self, so it is also true that holding the patient before the 
therapist’s eyes, noticing her, and hence holding the patient in mind, can provide the 
necessary healing.” (p. 224). The sessions with Anna are still ongoing and I am hoping that 
rather than merely developing the ability to resist her compulsions she will come closer to 
acknowledging the shame and pain she is trying so hard to deal with and to getting to know 
and accepting her real self.
Criticism
As the last section shows, often the defences are the more prominent feature in any 
clinical presentation, forming the basis of diagnosis and, in particular when working in the 
NHS, resulting in standardised treatment protocols. It is therefore all too easy for shame to 
be overlooked and for the individual to be confronted with an intervention such as anger- 
management groups or a manualised treatment for depression which do not take into account 
the true core and origin of the presentation as highlighted here. This not only renders this 
kind of “treatment” inappropriate to the individual, but can potentially exacerbate the existing 
problem by adding the experience of not responding to the “help” they are receiving, further 
increasing hopelessness and experience of shame.
What followed from understanding Anna’s distress in the context of shame, rather 
than as an obsessive-compulsive-disorder that needed eradication through response 
suppression and habituation to discomfort, was that it allowed us to make personalised sense 
of it. It not only explained why she did not really feel any better despite apparent progress in 
the reduction of her obsessive symptoms, it also allowed us to normalise her behaviour and 
appreciate the sense it made in the context of her personal and familial history. We became 
able to talk about feelings of dirtiness and inferiority as understandable responses to shaming
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experiences and about her obsessive symptoms as attempts to rid herself of those feelings and 
to keep them secret. This proved a tremendous relief to Anna, she felt less “crazy” and 
regained some trust in herself as a normal functioning human being. This approach of 
understanding the clinical presentation as a meaningful expression and reaction to human 
distress is central to counselling psychology. With its emphasis on understanding distress 
within the context of the clients’ personal narratives and social context rather than diagnostic 
categories (Milton, Craven & Coyle, 2010) Counselling Psychology provides an environment 
that allows for the client to be centre-stage rather than any assigned pathology.
Conclusion
Internalised shame is an intensely painful, primal and isolating experience. Due to its 
shadow existence it requires alertness and courage on the part of the therapist to identify and 
address it without succumbing to its contagiousness. Addressing shame in therapy provides 
the opportunity to see that both the content of shame and shame itself are survivable and can 
be reintegrated. By doing so, the shamed person is re-invited into human discourse and 
thereby into society, experiencing the reverse of the banishment originally caused by the 
shaming experience. The healing of shame lies in the acceptance of one’s shadow (Morrison, 
2011).
The clinical presentation of shame has served here as one example of the necessity to 
find the underlying meaning of any clinical presentation. Espeeially in the current climate of 
standardised treatments there is an increased need to attend to individual worlds and contexts, 
whether through understanding of transference and countertransference or by means of 
collaborative and careful exploration of personal meaning. If this is neglected, the therapy 
may be at best irrelevant and in the worst case risks damaging the client further. Counselling 
psychology provides an environment that facilitates wellbeing instead of understanding 
psychological difficulties as sickness and pathology (Woolfe, 1996), giving precedence to the 
person rather than psychopathology.
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Introduction to the Therapeutic Practice Dossier
This dossier gives an overview of my professional experience and my professional 
and personal development. It introduces the three secondary care placements I attended over 
the four years of my training: the first placement was a Health Psychology department at a 
hospital to support people in managing psychological issues which are caused by or 
contribute to physical health problems. I worked here mainly from a humanistic perspective. 
The second year placement was at a psychotherapy department also attached to a hospital 
where I worked from a psychodynamic perspective and saw working age adult clients with 
complex mental health needs. Lastly, the third placement was in a Community Mental 
Health Recovery Service (CMHRS) in which I worked from a cognitive-behavioural / 
integrative perspective also with clients with severe and enduring mental health difficulties.
The Therapeutic Practice Dossier also holds my Final Clinical Paper ‘Early Days’, an 
account of my professional and personal development over the course of the training.
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Description of Clinical Placements^
First Year Placement:
Secondary Care NHS Health Psychology
November 2008 -  September 2009
The Health Psychology Service is part of the NHS, based at a district general hospital 
and was set up in 1989 by my supervisor to support people in managing psychological issues 
which are caused by or contribute to physical health problems. The service is provided in 
ward, outpatient and community settings covering the surrounding urban and rural areas, 
receiving referrals from GP surgeries, hospitals, various community rehabilitation teams and 
physiotherapists in the area.
The Health Psychology Service works within multi-professional teams which include 
Community Neurological Rehabilitation, Pain Management, Acute Stroke Rehabilitation and 
Diabetes. The service provides psychological therapy, psychoeducation and lifestyle 
management advice for people with physical and health problems and their relatives. It is also 
involved in teaching and development of basic psychological care approaches and 
communication skills amongst the clinical workforce on the hospital’s medical wards.
Therapy is generally provided from cognitive-behavioural and systemic perspectives 
by the clinical psychologists in the department, however, I was able to employ mainly the 
person-centred approach. In addition, I drew on literature for grief therapy. I worked with a 
variety of clients and medical diagnoses which included neurological impairments (injuries, 
strokes, chronic and degenerative conditions), complications of meningitis diabetes, chronic 
pain and phobias.
My supervisor was a clinical neuro-psychologist who mainly practised CBT and 
gradually introduced me to this way of working in our supervision by complementing my 
person-centred work with some cognitive concepts and behavioural techniques.
 ^ Client studies, process reports and log books o f all clinical work undertaken were produced for all these placements. Due to the need to 
maintain client confidentiality these are not included in the portfolio but form part of the appendices available to the exam board
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Second Year Placement:
Secondary Care NHS Psychotherapy Department
September 2009 -  July 2010
During the time I attended the placement the psychotherapy department was part of a 
specialist psychological services, comprising of neuropsychology, obsessive-compulsive 
disorder clinic, recurrent depression clinic, family therapy, and health psychology.
Its purpose was to provide high quality, long-term psychodynamic psychotherapy to 
adults of working age, up to age 64, suffering from significant, severe and enduring mental 
health difficulties.
It also provided education, training, consultation and supervision throughout the trust 
and to professionals working in other areas (e.g. social services, primary care and voluntary 
organisations).
Clients seen in this department often held a diagnosis of neurosis or personality 
disorder. In addition to this they may have been suffering from the effects of sexual abuse, 
chronic suicidal ideas, recurrent relationship problems, effects of severe trauma or somatic 
symptoms with or without identifiable organic illness.
Referrals were received from mental health professionals within the trust, primary 
care teams, social services, probation services and voluntary organisations.
I worked from a psychodynamic perspective, seeing clients for about a year at which 
time they were re-assessed. I saw several clients for individual therapy and co-facilitated an 
open rolling unstructured group based on psychoanalytic group therapy. I was supervised by 
a consultant Jungian psychotherapist alongside one other counselling psychology trainee and 
received additional group supervision led by a psychoanalytic psychotherapist and group 
therapist. We were included in the weekly team meetings and took part in lunch time 
seminars as well as weekly psychiatric/GP educational case presentations.
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Third Year Placement (3a & 3b): 
Community Mental Health Recovery Service
September 2012 -  February 2014
In my third year I changed to attending the training as a part-time student. I therefore 
attended for a year 3a and an extended year 3b, but stayed at the same placement throughout 
this period. The placement was a secondary care Community Mental Health Recovery 
Service (CMHRS) for working age adults with severe and enduring mental health difficulties. 
This service was offered by a multi-disciplinary team comprised of nurses, psychologists, 
social workers, psychiatrists and support workers. The psychology team offered an average of 
twelve to twenty four sessions of psychological interventions, mostly from a cognitive- 
behavioural perspective.
Clients were referred from a number of sources including GP’s, psychiatrists, social 
workers, and community psychiatric nurses, and many of the patients had been in contact 
with services before presenting at the CMHRS due to the complexity of their conditions. 
Because of the severity of the clients’ difficulties all clients received a care plan approach 
(CPA).
I worked individually with a number of clients ranging in terms of age, gender, social 
class, educational level, occupational status, previous diagnostic categories and presenting 
issues over the two and a half years. Depending on the clinical presentation, I worked either 
within the cognitive-behavioural approach or integratively drawing on several models to do 
justice to the clients’ complex needs. I was supervised by a Counselling Psychologist who 
worked predominantly from a CBT perspective but encouraged me to develop my ability to 
work integratively.
The work in the CMHRS involved regular communication with other professionals 
who were also involved in my clients’ care in their respective roles. It allowed me to get an 
insight into the many-facetted care clients’ receive in the NHS and required me to develop 
my professional communication skills. This was also required during my attendance of 
clinical team meetings, locality meetings of all psychologists working within the area across 
several services and the CPD workshops I took part in.
In year 3b I had the opportunity to co-facilitate two psychoeducational groups, one for 
clients with bipolar disorder and one for clients with a diagnosis of psychosis.
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Final Clinical Paper 
Early days 
Training as a counselling psychologist
Early beginnings
The earliest memories I have are the smell of our carpet and of our old scratchy 
seventies’ sofa. I can still taste the flat surface of the end of my white cot bed and I can 
remember lying on my stomach on the floor, trying to pick something up, but not being able 
to move it one inch -  it was immobile, somehow warm, ‘filled’ and had something attached 
to the top of it -  I can remember looking up and following the seemingly endless pole shape 
higher and higher... I now realise what I was trying to pick up must have been somebody’s 
foot and the ‘pole’ their leg. I treasure these memories and feel they are evidence of a 
healthy, curious baby, keen to interact and explore.
Fast-forwarding by only a few years, I can see myself at the kitchen table, listening to 
my parents, thinking “They are not talking about the same thing. She thinks they’re talking 
about this and he is really talking about something else. That’s where they’re missing each 
other.”
The tendency to be aware of sensory information and to observe people’s interactions 
trying to work out their inner states was probably further fostered by spending my first years 
with a deeply unhappy mother who exhibited classic depressed behaviour and by being 
immersed in the increasingly unhappy relationship between my parents. The arrival of a 
stepmother when I was aged seven led to even more challenges as I found myself confronted 
with a person entirely different to myself (and to my biological mother), with very different 
ways of behaving and relating. I needed to adjust to the incomprehensible and spent the 
coming years observing and trying to understand her, believing that understanding, even 
without agreeing, would make it possible for me to find her humanness, to feel some 
compassion for her and thereby to make everything more bearable. I believe these 
circumstances of my childhood meant that my natural tendencies of being empathie and a 
helper became inflated and I became a classic overly responsible and vigilant girl, adopting 
the roles of mediator, entertainer and generally (but secretly) wise old woman to protect my 
own sanity.
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A ‘wounded healer’ in the making. Looking at my way of practising therapy today all 
the elements are in place: I am an intuitive practitioner, often working with my sense of a 
client or a situation, I am uncomfortable with being directive, instead I spend a lot of time 
observing until I have gained some sense of understanding (which, incidentally, can take me 
a long time!) and I find an almost visceral connection with the clients’ vulnerability 
instrumental in the work.
The person-centred approach  -  two people in the room and nothing to do?
The first year came about with a distinct contrast between my experiences of the 
intense initial counselling skills training and experiential PPD (personal and professional 
development) groups compared to being at placement. I had experienced both individual and 
group therapy before I entered the course and felt reasonably comfortable and very keen to 
continue my development with the help of my fellow trainees in role play, reflection and peer 
supervision. Influenced by the often unorthodox drama of the group therapy I passionately 
believed in liberation from antiquated customs, challenged the necessity of boundaries and 
famously said “I want blood, sweat and tears!” in our first ever experiential group therapy 
session (as my original cohort sadistically never let me forget). Seeing clients at the 
placement however, was a completely different story...
Since being a little girl I had always dreamed of one day being the person who called 
in clients (or then patients) from the waiting room rather than being called in at the 
paediatrician’s surgery myself, and I can still remember the first time I did so at my first 
placement. I was dumbfounded at how much consideration even seemingly unimportant 
things like that took and realised that being a therapist required rather more coordination than 
‘applying’ the techniques suggested in “The Skilled Helper” (Egan, 2007). I had to develop a 
new way of being -  of talking to someone and introducing myself, of holding myself and 
holding the other. This takes time. This search for the completed, accomplished persona or 
self reminds me of how I felt in primary school -  every year when I advanced to the next 
classroom I thought “But now I really am quite old, I think I have finally become the person 
who I will be as an adult still.” Despite always being concerned really with the question of 
who I am, my main interactions invariably involved helping, observing and mediating for my 
school friends.
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Yet, when finally in the room with my own client, ready to help, I felt utterly defeated 
in my endeavour of being a psychologist and intimidated by my own fantasy that I had to 
adopt a certain, elusive persona to responsibly represent the profession. And whilst Rogers’ 
(1957) core conditions made it all sound so simple, I soon realised that “simply being with” 
required a whole lot of work and that it was probably only possible once one was able to 
perform basic techniques such as bracketing, paraphrasing or even just remembering what the 
client had been talking about three minutes ago without exhausting one’s entire frontal lobe 
capacity.
My placement was a Health Psychology Department essentially attached to a 
hospital’s stroke unit. It meant that the majority of my clients were referred in the aftermath 
of a stroke to receive help in adjusting to the consequences of the brain trauma. The work 
consisted of making sense of the experience, managing recovery, processing the shock and 
trauma as well as a fair amount of grief work to come to terms with a loss of identity as well 
as dreams and feelings of shame where lasting damage had occurred. I have noticed with 
hindsight that the clients from this year have stayed with me much more than those of other 
years or at least with a different quality to the memory. Whilst this may merely be a 
consequence of the magnitude of impact that those first clients had on me as a beginner, I 
believe that it is also due to the nature of the clients’ problems and our way of working 
together. The sudden experience of a stroke, out of the blue, with no warning signs left these 
people traumatised and bereft of the belief, albeit an illusionary one, in the sanctity of their 
body and health. Feeling violated and very, very vulnerable they were often left with an 
anxiety of future attacks (or general adversities of life) and a lot of time needed to be spent 
with these feelings. Unable to speed up recovery, to prevent future attacks or to alleviate 
feelings of shame at a semi-paralysis of the face or a loss of sexual function, I felt at a loss 
myself. And I felt incredibly young opposite these mothers of children who could no longer 
prepare a meal; successful publishing editors who had lost their command of language and 
the gentleman in his seventies on the ward who felt terribly undignified in front of me in his 
hospital gown. Who was I to tell them how to deal with these blows of fate? What was I to 
draw on to provide support? It was meeting Walter^ , the gentleman in his seventies, and in
 ^Pseudonyms have been used throughout the paper to ensure clients’ anonymity.
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particular having to say good-bye to him, that helped me along the way in answering this. I 
had been visiting him twice-weekly on the ward for a few weeks when he started to show 
unusual levels of anxiety, a need to be nurtured almost like a small child. He wanted me to 
“tuck him in”, to be stroked and looked after. He complained of feeling lonely and that no 
one was visiting him, yet, I had seen both his son and a church minister by his bed. I was 
surprised at my supervisor’s suggestion to draw up a list that could be counter-signed by his 
visitors and to then look at it together with my client to provide evidence of the contrary. 
Meanwhile, the nurses informed me that they feared he would probably not survive the 
consequences of his brain injuries and my supervisor concluded that the circumstances were 
not given to undertake meaningful therapeutic intervention. I was angry, confused. I did not 
agree with my supervisor and felt that to not return to my client now was to leave him when 
he perhaps most needed, well, someone! So I negotiated a further session and spent it mainly 
sitting next to Walter. I tucked him in, I wiped the denture cream off his lips, occasionally 
touched his shoulder or arm and said out loud what I observed -  that he was crying or 
frowning or lying all curled up, that he never said anything and lay with his eyes closed. And 
I finally felt a little more confident, a little more connected with myself again and with the 
reasons I had entered this course for: to help and be with others.
It was only when I committed to using what I already had -  myself and my ability to 
be open and to connect -  that what I was doing became meaningful and I did not feel so lost 
amongst my own expectations to understand theory and employ it. I did not see Walter again 
-  he passed away during the week following this session. Only with hindsight could I relate 
our last session to Prouty’s pre-therapy work (1994) and appreciate the use of contact 
reflections (literal reflections of the clients verbal and non-verbal behaviour and the 
surrounding reality) to facilitate contact with clients who are not able to communicate easily 
(Sommerbeck, 2006). Two main elements of this particular example of work have 
accompanied me since and have become at least part of the main stay of my own therapeutic 
approach: firstly, the role of early development in psychotherapy as reflected in the parallel 
between contact reflections and affective attunement in parents of infants and young children 
and secondly the role of psychological contact (Rogers, 1957) and therapeutic relating. Peters 
(2005) discusses the similarities between pre-therapy and infant intersubjectivity, 
highlighting that imitation and relating are the most basic abilities and needs which humans 
possess from birth. Secondly, finding the point of contact with the client, Rogers’ first
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condition (1957), be it one-way or reciprocal, is instrumental in my way of working. The 
non-verbal sensing of the client and the offering of contact and understanding is what I return 
to whenever everything else goes out the window in a difficult session.
I can still hear the professional tutor on my first mid-placement review: “Andrea, if 
you don’t believe in yourself, how are the clients supposed to feel safe with you? You’ve got 
to step up and find your confidence!” The first year has helped me find myself, rediscover 
what I already had and showed me that it is not only acceptable but maybe necessary to be 
myself in the room with the client rather than to disappear behind theory. It showed me that 
some problems cannot be improved or “therapised away” and that in those situations the 
value of what I was providing lay in the human touch, sometimes literally as in the situation 
with Walter.
The first year was also the year that I completely immersed myself in the course and 
the first and last year that I was a full-time and full-blooded student. The intensity of learning, 
the experience of doubts and the necessity to quickly get to grips with new environments 
created an intense situation that probably accelerated my professional and personal 
development.
The psychodynamic year  -  when two become three
The second year brought with it a major life change as I became pregnant with my 
first child (predicted two years previously by the course director on my Welcome Day to the 
course and vehemently denied by me at the time!). I was pregnant for more than half of my 
psychodynamic placement, which, due to the premature arrival of my son, was cut short by 
about a month.
The placement was in a secondary care National Health Service (NHS) psychotherapy 
department, offering long-term psychodynamic therapy to working age adult ‘patients’ as 
they were called there. After my personal first year examination of how to be in the room and 
of how much to bring of myself into the therapeutic relationship, year two confronted me 
with a similar challenge -  again, I had to figure out how to be with the client and take into 
consideration the very different boundaries typical in this model and the department. I 
struggled to implement customs such as not welcoming the client at the beginning of a
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session, holding a silence or making interpretations relating to my person when the client was 
talking about his own family of origin for instance. I experienced this attitude as cold and 
hindering, and, especially as some of my clients were young adults, as somewhat punishing. 
The stability I had gained towards the end of the first year through genuineness and empathy 
was jeopardised by my impression that now I had to impersonate a 19th century distant and 
‘blank screen’ psychoanalyst. Well, neither the glasses nor the pipe really suited me, so I 
started looking around, asking questions and seeking support from the team and my 
supervisor who were incredibly talented at bringing the theory alive and illustrating how it 
was taking place in front of me in the room. I learned that my being too empathie, too soft 
and too protective was both a defence of my own against my darker sides and was also 
preventing the clients from discovering and processing the more difficult and negative 
emotions underlying their presentation in the room. My personal tendency to be kind and 
caring was of course amplified immensely by my being pregnant and I felt even more 
maternal, especially towards my younger clients. The psychodynamic approach with its 
attention to shadow sides, destructive impulses and uncomfortable emotions proved an 
environment for me (together with my personal therapy, also psychodynamic) in which I felt 
able to identify and explore these sentiments in both my clients and myself. I experienced a 
peculiar parallel in this process of being more open than usual to noticing those negative 
feelings, in particular of course with regards to my pregnancy. Spurred on by my supervisor 
“to work more with the negative transference” (excerpt from mid-placement review) I 
worked on recognising and accepting my own ambivalent feelings (“Do I really want to be a 
mother?”, “What will happen to my marriage?”, “Am I having this baby to have it fulfil my 
own needs for unconditional love?” etc. (e.g. Stem, 1998)) as well as addressing them in the 
therapy room. It seemed the first year’s work with the somewhat more concretely expressed 
had turned to detecting what was unsaid and avoided. And where in the first year I had 
mainly focussed on using myself as a therapeutic tool, I now attempted to draw more on 
theory to help me think. Just like in the oedipal situation there was now a third in the 
therapeutic relationship: a thinking mind and, incidentally, a real unborn baby. I was 
navigating issues brought up by my pregnancy such as my reduced anonymity in front of the 
client, the evidence of a sex-life and the clients’ transitions from their symbiosis with an 
imagined ideal maternal figure they could see in the therapist towards an ambivalent 
relationship with the real separated maternal figure I was becoming in front of their eyes, and 
that belonged to someone else (to my real baby) as well as towards an ambivalent
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relationship with a real therapist figure (Gottlieb, 2007). This was naturally a challenging 
situation with all of my clients, especially with those whose presenting difficulties revolved 
around the themes of separation, abandonment anxieties and neglect (e.g. borderline 
personality disorder, eating disorder and difficulties stemming from being bom as a child in a 
triplet, see clients 1 and 3 in the year two logbook). However, one client in particular comes 
to mind with whom this situation was particularly poignant:
Matt was 30 years old, still lived with his parents and had been referred with a 
diagnosis of substance induced paranoia and underlying dysthymia (see client 4 in year 2 
logbook). Growing up, he had experienced verbal abuse from his mother as well as 
experienced himself and witnessed physical abuse from his violent father. He was a very 
quiet, gentle young man and always very polite. Later on in the work he disclosed that his 
mother had always felt an insatiable need to have a dependent infant around and had always 
wanted more children than just him and his younger brother. This resulted in her tuming her 
attention to having another baby, as soon as Matt and his brother were about two years old, 
thereby emotionally abandoning Matt (and his brother). I was very, very reluctant to disclose 
my own pregnancy to this client and had some challenging sessions with my supervisor 
around this issue who advocated informing him immediately. Possibly still under humanistic 
influence where a non-directive attitude is favoured and introducing topics or even asking 
questions is disputed (Bozarth, 1998), I felt that springing this reality on him at a point in 
time considered by me would equal his mother’s tuming away and deciding when to have the 
next child, i.e. I felt I would recreate the original traumatic situation more than necessary. I 
now realise that I was afraid of any negative reaction of his and of losing my imagined 
position as the “good therapist/mother”. My telling him did not create further exploration of 
this parallel, unfortunately, somehow both of us seem to have protected ourselves from any 
negative transferences. In addition, as mentioned earlier, our time together ended early due to 
the premature birth of my son, so there was no ending session, again paralleling the abmpt 
abandonment he had experienced with his mother. I have felt guilty ever since and surprised, 
almost anxious, at how easily we can potentially hurt or retraumatise our clients. To this day I 
am not sure whether to have told him in the way I eventually did was the right thing to do and 
I very much regret not having had a closing session -  with all of my clients for that matter -  
which has left me still thinking of those clients somewhat wistfully.
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It was particularly the work of the School of British Object Relations that I found 
instructive and inspiring. Through my own personal experiences and my time in the therapy 
group in Germany I had always held a belief in the importance of the circumstances of early 
development and this was of course deepened by my reading during the second year and my 
awakening mothering instincts. The concepts of containment (Bion, 1962), holding and 
mirroring (Winnicott, 1971) and the understanding of the therapeutic relationship as the basis 
for therapeutic change became key elements in my understanding of how to be with a client 
and through providing a link with humanistic practice, continue to ground me in my practice 
to this day. I breathed a sigh of relief at Winnicott’s more positive stance towards human 
nature compared to, for instance, Klein’s rather more persecutory view of the infant world 
(Mitchell, 1991). To provide a space for and to enter a relationship with the client that feels 
safe enough to illuminate patterns of relating and to explore avoided emotions seems to me 
the core of therapeutic work in front of the backdrop of early experience.
At the end of year two, armed with some old convictions and more newly gained 
insights into what it meant to be a good enough mother, I took a year of temporary 
withdrawal from the course for maternity leave. It was a year of trial and tribulations, 
certainly the steepest learning curve I have ever had to master in my life, and yet the best 
thing that has ever happened to me. Amidst fighting fatigue, despairing over colic and 
everyone else’s advice, losing my sanity, finding it again in the amazing maternal 
preoccupation and feeling utterly overwhelmed at the extent of my love for this little creature 
I found something crucial: enough confidence to finally trust my instincts. I emerged from 
this year of ‘baby-break’ feeling stronger and equipped with a sense of solidness that I had 
not possessed before. There is no doubt that having become a mother has added depth, 
strength and a further dimension of sensitivity to my person resulting in an increased 
confidence and greater belief in my ability to hold a client.
Unfortunately, this ability was developed even further as half way through my “first 
third year” (I returned to the course as a part-time student and hence attended for years 3a and 
3b) my husband was diagnosed with a rare form of cancer. This was an unbelievable blow to 
our situation of starting out as a young family and accommodating this knowledge took up all 
my energy for the rest of that year. About a year later (in 3b) my husband was admitted to 
hospital for a course of chemotherapy over several weeks and it was during this time that I 
learned, really learned, what it means to hold someone’s anxiety. Seeing my then not quite
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three year old boy tracing his absent father’s steps by walking through the house and pointing 
out to me all the things him and his father had built together or mounted on walls, so clearly 
processing his father’s absence -  as much as he could at this age -  ,was heart wrenching to 
watch. Attempting to understand the individual expressions of his anxiety, managing it as 
best I could and trying to provide an extra sense of safety and security during this time of 
upheaval made me feel like I had aged and matured by much more than just the actual time 
that had passed.
Cognitive behaviour therapy and integration  -  Can this become a family?
So I had returned to the course for the last two years of my training, after a year’s 
break, as a changed person and in changed circumstances. I felt at least fifteen years older 
and was keen to return to my client work and studies. The nappies flew out of the bag and 
once more were enthusiastically replaced by pens and textbooks. I felt slightly sceptical of 
the new approach and somewhat disgruntled that of all the modalities it had to be the 
cognitive-behavioural one that I was spending two years over...
And it was not only my personal circumstances that had changed -  working in a 
CMHRS as my third year placement formed a stark difference to the psychotherapy 
department of my second year. I was a lot less shielded from the pressures that all clinicians 
were under to meet government targets regarding payment per result (PPR), empirically 
measured improvements in ‘symptoms’ and short waiting lists. The focus on cognitive- 
behavioural interventions with its diagnosis-driven delivery of one-size-fits-all solution- 
packages seemed to me to be lacking the richness and relational depth I had experienced in 
year one and two. It seemed to leave no room for the individual’s phenomenology and 
seemed to foster a blame culture that located the “fault” in the client were he not to benefit 
from the protocolised treatment as expected. The ‘being with’ (humanistic year) and 
‘thinking about’ (psychodynamic year) seemed to have become ‘doing to’.
Once I realised however, that a substantial part of my discontent with the model 
stemmed from its clinical implementation I was able to open up to its various components 
and see what it had to offer besides its traditional elements. And whilst I could not shake off 
the impression that CBT’s assumption of psychological problems being a consequence of
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maladaptive thinking is at least incomplete, if not side-stepping a wealth of 
neuropsychological and developmental research, I turned towards the third wave models of 
CBT. I found that compassion focussed therapy offered the opportunity to work with 
emotions in a way that added a humanness which I felt enriched the therapeutic possibilities. 
It combined an addressing of the client’s needs with empowerment in as far as the clients 
themselves provided the nurturing understanding (see transcript excerpt below for example). I 
felt comfortable in incorporating this into my work, which incidentally may identify a bad 
therapist-model fit as part of my general struggles with the CBT model.
Mrs M was a 46-year old white British mother o f three children who had been suffering from  
depression and anxiety since her experience o f domestic abuse over years in her first 
marriage thirty years earlier. She was experiencing high levels o f shame and contempt for  
herself and through therapy started to understand her problems as trauma reactions which 
slowly resulted in more self-compassion and self-esteem, (see process report II in 
attachments to portfolio). In this excerpt we were trying to find a different way for her to 
increase her daily activity, deal with negative self-talk (by tracking its effect on her mood by 
rating it from I to 10) and find compassion for herself.
T: So, can you think of... if you are about a 3 when you are about to do something, what 
would you have to say to yourself to at least stay a 3 or maybe enable yourself to do it and 
then be a 4-
C: Speak to myself gently...
T: Ah, and what would you say?
C: (Longpause...)
T: I f  that’s difficult to imagine, then maybe think about another child, what would you say to 
them, if  that makes it easier to come up with the words?
C: Well, come on now, you’IIfeel so much better when you’ve had a shower, you know, you’ll 
feel so fresh and clean, and it’ll make you feel good, you know, something, you know: come 
on, now... instead o f like: Why can’t you do it? It sounds aggressive, don’t it?
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The work with Mrs M was significant as an example of my understanding of 
presenting problems not as psychopathology and limited to the diagnosis, but as an 
expression of human distress. Mrs M had been feeling a great sense of being flawed and a 
failure and had been taking medication for over twenty years. Normalising her difficulties as 
a combination of grief and a natural reaction to years of sexual, physical and psychological 
abuse allowed her to acknowledge her trauma and subsequently process it.
At least in part possibly due to my affinity to the inclusion of the body in 
psychological healing I also found the model’s behavioural elements very powerful, for 
example in working with OCD clients. It highlighted for me the fact that we are embodied 
beings as well as the easily forgotten strength that lies within all those capacities of ours other 
than thinking.
And just as I had to learn to trust my instincts around my son and that empathy and 
lenience needed to be accompanied by structure and at times firm boundaries, CBT showed 
me that in the clinical situation an empathie and understanding way of working could benefit 
from technical interventions and psychoeducation. It was through eventually realising the 
benefits of concrete help, structure, behavioural techniques and the opportunities for 
emotional work within CBT that I was conciliated and became able to integrate CBT 
elements into my practice.
Conclusion
Wishes, fears, difficulties in the past and in the present -  these are the stuff of life, 
both mine and the clients’. And they provide an opportunity, they tell a story and they show 
the way towards healing and integration. One of the most rewarding experiences in this work 
so far has been the joint search for meaning in the clients’ stories. Making sense of their 
experiences in the context of their difficulties has proven a source of relief, self-growth and 
increased insight that is a joy to watch and a privilege to be part of and as such one that I will 
not tire of for a long time.
Looking back at how my way of practicing has crystallised over the past five years (I 
do include my baby-break here as it has contributed so much to my development) a theme of 
separation and connection seems discernable. Thinking about my clients I have a strong sense
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of being-with, of the need for the ability to stay with even the most extreme or painful of 
experiences. I am acutely aware of both sides of relating: the healing power of connection 
and acceptance versus the re-traumatising potential of rejection and judgement.
Amongst the many insightful concepts and useful techniques I have been exposed to 
during my training are some that form the core of my practice and identity as a counselling 
psychologist. They are the importance of the use of self and critical self-reflection, the role of 
early development in psychological health and the therapeutic relationship as the basis for 
change. In all this I value genuineness and a human attitude, simply but poignantly expressed 
in Shneidman’s (2001), father of suicidology, description of his approach to the suicidal 
individual: “Where do you hurt? How may I help you?”
Studying Counselling Psychology, and in particular psychotherapy, has made my way 
of experiencing the world legitimate. It has given me the language to put into words my 
impressions and enabled me to put my way of being to good use. Had the little girl of my 
childhood, sitting at the kitchen table back then, known that one day her private thoughts and 
impressions would actually help others, be welcome and inform her later professional life, 
she would have been so incredulous, excited and impatient to grow up. It might also have 
guided her through many years of feeling lost, of wondering who she might become and of 
feeling misplaced in many situations. Together with personal therapy and life’s milestones 
such as getting married, becoming a mother and my husband’s diagnosis, this course has 
enabled me to develop a self-knowledge, confidence and a personal as well as professional 
identity that, I hope, will equip me well for a career in psychology and for facilitating other 
peoples’ journeys to finding themselves. And although it has now been five years since that 
first mid-placement report in which my supervisor summarised my performance with the 
comment “Early days...”, I feel there is more left to grow into, to learn and to absorb than I 
have learned so far and I am curious as to where my development will take me.
Meanwhile, I have become softer and have developed compassion for myself and for 
others. Whilst I may have already held the belief that therapy and healing is about working 
through and revisiting the past when I entered this training, I have learned to do so in a loving 
way, and to accept limitations, those of the service, the clients’ and my own. You could say 
that I have learned that whilst some tears are part of this journey, perhaps blood and sweat is 
not the only way of getting there...
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RESEARCH DOSSIER
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Introduction to the Research Dossier
The research dossier contains one literature review and two empirical pieces of work, 
all of which explore the nature of suicidality in the context of Bipolar Disorder.
The literature review undertaken in the first year highlights that Bipolar Disorder 
(BD) has largely been studied from a positivistic perspective leading to a simplistic view of 
the condition and a lack of understanding of the idiosyncratic meaning of suicidality for the 
individual. The existential-phenomenological model of human distress is drawn upon and the 
mainstream psychopathological view of suicidality is challenged with a view to the 
complexity, causality and relatedness of the human experience. The role of empathy and 
openness to client’s idiosyncrasies are emphasised.
The first empirical investigation is a qualitative study of individuals’ experience of 
their own suicidality in the context of their bipolar diagnosis. It appeared that participants 
were experiencing a gradual loss of identity which led to an erosion of their sense of self and 
ultimately to the experience of suicidal feelings. Suicidality was portrayed as an extremely 
difficult and contradictory experience and one that seemed to offer a sense of completion 
whilst constituting the paradoxical situation of hoping to save the self by killing it.
The second study was a complementary project to the first one and investigated the 
practitioners’ perspective of the nature of suicidality in the context of BD, aiming to make 
use of these key informants’ experience. The phenomenon was described as centring on a 
lack of self, providing an insight into potential characteristics of bipolar suicidality and the 
professionals’ understanding of the interplay between bipolar disorder and suicidality.
Please note that these papers were originally submitted formatted in accordance with 
the author’s guidelines of chosen journals, however, they were subsequently edited to 
maintain conformity throughout this portfolio.
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LITERATURE REVIEW 
Suicidality in the context of bipolar disorder.
An existential-phenomenological critique of the psychological literature 
on bipolar disorder and suicide
Abstract
Much research exists regarding the description, nature and management of bipolar 
disorder (BD). Giving an overview of the classification, course, aetiology and treatment of 
the condition, this literature review shows that BD has largely been studied from a positivistic 
perspective leading to what appears to be a rather simplistic view of the condition. Particular 
attention is paid to the aspect of suicidality, a risk high in those diagnosed with BD, as well as 
to the fact that suicide is seen as a symptom of disease rather than as a meaningful 
expression. Alternative writers and their views of psychopathology and suicide are 
considered briefly, such as Laing (1960) and Sasz (1980), as well as the concept of rational 
suicide and the importance of considering a person’s intention when attempting suicide. The 
paper turns to the existential-phenomenological approach which emphasises the client’s 
experience and worldview. The mainstream psychopathological view of BD is challenged 
with a view to the complexity, causality and relatedness of the human experience and the 
importance of considering the client’s way of being in the world. The existential- 
phenomenological approach views suicide as a choice of how to respond to the existential 
givens of human life and emphasises the need to recognise the client’s uniqueness and 
understand the particular meaning that suicide has for each individual. Implications for the 
practitioner are considered, such as the importance of careful exploration of the client’s life 
values and realities in order to potentially reduce emotional pain and suicidality.
Keywords: Suicide; suicidology; phenomenology; bipolar disorder; mania; affective 
disorders; self-harm; qualitative; Interpretative Phenomenological Analysis (IPA)
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INTRODUCTION
The following is a critical review of the existing literature on bipolar disorder (BD) 
covering the areas of classification, aetiology, course of the condition and treatments, which 
have been mainly researched from a positivistic stance. Alternative models to mainstream 
psychopathology will be considered and the advantages that an existential-phenomenological 
approach might have to offer for the practitioner and the client will be explored.
Particular attention will be paid to the mainstream understanding of suicide amongst 
individuals diagnosed with BD and again the advantages of the existential-phenomenological 
approach with regard to viewing and treating BD and suicidality will be explored.
The presented findings in this review will be drawn from research into the areas of 
depression, mania and schizophrenia due to the fact that presenting symptoms, e.g. psychotic 
features, low or elevated mood, are shared by all of these conditions (Bentall, 2003).
WHAT IS BIPOLAR DISORDER?
Demosravhics and current classification
Bipolar spectrum disorder is commonly described as a severe and chronic mental 
illness. It affects 3-5% of the population (Leahy, 2007; Benazzi, 2007a), is the sixth most 
common reason for disability in the US (Altmann et al., 2006), has a suicide rate that is 60 
times higher than that of the general population and was calculated to have cost the US 
government US$ 45 billion in 1991, which is 70% of the costs for schizophrenia (Wyatt & 
Renter, 1995). In 2000 numbers for the UK showed a cost of 2 billion pounds annually (54% 
of the costs for schizophrenia), with 10% NHS costs, 4% non-NHS costs (e.g. residential 
care) and 86% indirect societal costs (e.g. through unemployment, work absenteeism or 
suicides) (Das Gupta & Guest, 2002).
The Diagnostic and Statistical Manual, Fourth Edition, text revision (American 
Psychiatric Association, 2000) divides mood disorders into depressive disorders and bipolar
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disorders, the main distinguishing characteristic being the presence of mania or hypomania in 
BD. The clinical presentation of mania and hypomania is similarly defined apart from 
increased intensity, higher impairment of functioning and presence of psychosis in mania. 
The main feature of BD (criterion A) is considered to be “abnormality of mood” as it is 
characterised by recurrent mood swings between depression and mania (in 1899 Kraepelin 
had originally identified the recurrent course as the main feature of all mood disorders and 
had hence put both unipolar depression and bipolar disorder in one category termed manic- 
depressive psychosis).
Bipolar disorder is further subdivided into bipolar I, in which there has been at least 
one or more manic episodes or mixed episodes (concurrent depressed and manic mood), and 
bipolar II disorder in which there has been at least one hypomanie and one major depressive 
episode, but no mania (Gelder, Harrison & Co wen, 2006). In addition rapid cycling or 
cyclothymic (repeated alternation of high and low mood) bipolar disorder and bipolar 
disorder not otherwise specified have been identified (Gelder, M. et al., 2006). Controversies 
exist regarding the appropriateness of the subdivisions and diagnostic criteria. Some authors 
advocate a model of BD as a continuum of symptoms ranging from mild depression and brief 
hypomania to mania including psychotic features (Akiskal et al., 2006; Ghaemi, Ko & 
Goodwin, 2002; Leahy, 2002).
Mania and hypomania are defined as presenting at least four of the following 
symptoms: elevated or irritable mood; increases in psychomotor activity, energy, self-esteem, 
speed and amount of talking, thinking, goal-directed activity and risk activity; decreases in 
concentration and need for sleep. In addition, mania, by definition, is said to present with 
suicidality, psychotic symptoms or much impaired function, which are absent in hypomania. 
The required duration of these symptoms is 1 week for mania and 4 days for hypomania (4th 
ed., text rev.; DSM-IV-TR’, American Psychiatric Association, 2000).
Mania is characterised by three main areas of symptoms: elevation o f mood, increased 
activity and self-important ideas (Gelder et al., 2006). Elevated mood encompasses a range 
of moods from euphoria through cheerfulness to irritability and anger. Very often, these 
moods change during the day and periods of cheerfulness are interrupted by sudden episodes 
of depression (mixed episode). The second area in which symptoms are assessed is that of 
increased activity, which can present as doing different activities to the point of physical
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exhaustion, reduced need for sleep, increased appetite, increased and less inhibited sexual 
desire (Gelder,et ah, 2006). The manner of speech is often rapid and exuberant, the severe 
form of which is known as flight of ideas. These ideas can become self-important in what is 
known as grandiose delusions or delusions of persecution with individuals believing to 
possess unusual talents or being conspired against. During the manic episode patients are 
said to lack insight into their state and to not consider their grandiose ideas or unusual 
behaviour as requiring treatment (Gelder,et al., 2006). BD can lead to significant impairment 
of daily occupational or social functioning to the extent of the need for hospitalisation 
(Ruggero, Chelminski, Young, & Zimmermann, 2007), which in fact together with the 
presence of psychotic features (hallucinations) is a DSM-IV criteria for the episode to be 
classified as manic as opposed to hypomanie (Gelder,et al., 2006). Hypomania often presents 
with creative, quick thinking leading to an increase in goal-directed activities and 
overactivity, compared to disconnected ideas in mania which lead to aimless overactivity and 
impaired functioning (Benazzi, F., 2007b).
The DSM-IV-TR (4th ed., text rev.; DSM-IV-TR; American Psychiatric Association, 
2000) defines a depressive episode as presenting with five or more of the following 
symptoms: depressed mood, diminished interest or pleasure in all activities, significant 
weight loss or weight gain, insomnia or hypersomnia, psychomotor agitation or retardation, 
fatigue or loss of energy feelings of worthlessness or guilt, diminished ability to think or 
concentrate or indecisiveness and recurrent thoughts of death or suicidality (ideation or 
intent) (Gelder,et al., 2006).
Other groups of researchers question the division between BDI and BDII and propose 
instead a continuum model of bipolar disorder which stresses the overlap of symptoms in the 
various mood disorders (Akiskal et al., 2006; Angst,& Cassano, 2005;).
Course o f the condition
The most common age of onset of BD is between 15 and 24 years of age, however 
diagnosis and treatment are often performed 8-10 years after onset due to difficulty and 
mistakes in diagnosis (Angst,& Cessano, 2005). 10% of individuals may develop the illness 
after age 50 (Oostervink, Boomsma, Nolen, & the EMBLEM Advisory Board, 2008). The
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rare cases of late onset BD are likely to be caused by an organic illness such as neurological 
conditions, AIDS or inflammatory systemic diseases (lupus erythematosus) (Mueller- 
Oerlinghausen et al., 2003). Angst (2000) concludes that the average length of both a treated 
and untreated manic episode is six months, that at least 90% of individuals who have suffered 
one episode of mood disturbance will experience further episodes, that on average in a 25- 
year-period patients experience a further 10 episodes and that the interval between episodes 
becomes progressively shorter with age. Judd et al. (2002) conclude that patients spend half 
of their life in depressive episodes, but only 10% of their lifetime in a manic or hypomanie 
state. It has been found that individuals diagnosed with BDII have a better long-term 
outcome than those diagnosed with cyclothymic disorder. A factor complicating the course 
of the illness to a great extent is the high comorbidity rate with other disorders, in particular 
anxiety disorder and alcoholism as well as other physical and psychological disorders 
(Carney & Jones, 2006; Kilboume et al., 2004; Levander et al., 2007; Lunde, Fasmer, 
Akiskal, Akiskal & Oedegaard, 2008; Pirraglia, Biswas, Kilboume, Fenn & Bauer, 2008). 
Remitted patients are thought to function normally, however, this might be a false conclusion, 
as many individuals suffer a level of subclinical depression that does not justify psychiatric 
treatment and is therefore not registered, but greatly impairs the quality of life (Fava, 1999; 
Judd & Akiskal, 2003). Loss of income, unemployment, work absenteeism, divorce, lower 
educational achievement, arrest and hospitalisation are just some of the adverse effects BD 
can have on quality of life (Leahy, 2007).
Aetiolosv
The perspectives taken regarding the aetiology of BD can be grouped into three major 
perspectives: biological, environmental and psychological. This section gives a brief 
overview over the research that has been undertaken in the various areas of investigation that 
fall under each perspective.
Biological models
Biological models of mental-illness assume that mental illness is due to physical flaws 
within the human body and seek to discover these causes via research into various areas such
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as genetic epidemiology, molecular genetics, monoamines and neurology. For example, 
family, twin and adoption studies have found evidence for a genetic contribution to the 
development of mood disorders, unipolar depression (UD) and BD (e.g. Kendler, Gatz, 
Gardner, & Pedersen, 2006; Kendler, Thornton & Gardner, 2001; McGuffin, Katz, Watkins 
& Rutherford, 2006; McGuffin, Rijsdijk, Andrew, Sham, Katz & Cardno, 2003; Mortensen, 
Pedersen, Melbye, Mors & Ewald, 2003). Molecular psychiatry has found mitochondria- 
related genes to play a role (Young & Wang, 2007); neurobiological studies provide evidence 
for abnormalities in monoamine neurotransmitter systems (e.g.; Lohoff et al., 2006; 
Zubieta,et al., 2000), in the 5-HT synthesis (e.g. Cowen, 2005; Placidi et al., 2001; Meyer et 
al., 2004), in the noradrenaline function (e.g. Berman, Narasimhan & Miller, 1999) and in the 
dopamine function (Yatham et al., 2002). Research into endocrine abnormalities suggests a 
causative relationship between endocrine disorders and the onset of mood disorders, possibly 
via the hypothalamic-pituitary-adrenal axis (HPA-axis) (e.g. Heim & Nemeroff, 2000), or the 
thyroid (e.g. Holsboer & Kunzel, 2004).
Observations of sleep disturbances in mood disorders have led to research findings 
indicating a link between REM sleep disturbances and mood (e.g. Nishino, S., 2003); and 
research into the importance of the immune system suggests that cytokines play a role in 
inducing depression (e.g. Capuron & Miller, 2004).
Brain imaging studies have found relationships between mood disorders and 
abnormalities in brain structure, cerebral blood flow and cerebral metabolism (Drevets, 
Gadde & Krishnan, 2004; Videbech & Ravnkilde, 2004). Studies in neuropsychological 
functioning propose a link between mood disorders and cognitive functioning, particularly in 
the areas of attention, learning, memory and executive functioning (e.g. O’Brien, Lloyd, 
McKeith, Gholkar, & Ferrier, 2004; Thompson et al., 2005).
It must be noted, that despite the above mentioned evidence for contributions of the 
respective areas, the actual pathophysiological processes causing BD are still not clear 
(Gelder et al., 2006; Young & Wang, 2007). Despite this lack of understanding those 
findings are considered to be part of a cause-effect relationship leading to the implementation 
of certain kinds of rather one-dimensional treatments on what is considered the causal level. 
Any treatment based on this model considers the individual as a passive recipient of 
biological processes as well as in isolation from other non-biological factors as opposed to an
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individual in an environment, a being-in-the-world (Cohn, 1997). In this view of human 
existence the individual is neither granted the ability to express personal meaning nor 
attributed the capacity for personal intent. In this model the person does not have the 
opportunity to view his or her behaviour as a reaction to circumstances, i.e. to make sense 
and attribute meaning to themselves.
Environmental models
The environmental models can be divided into early and social environmental 
influences. Research regarding the early environment emphasises the role of the familial 
environment, in particular the importance of adequate care in early childhood for the 
development of a secure attachment style and subsequent healthy psychological development 
(Bowlby, 1969). The loss of maternal care or that of the primary carer can lead to a child’s 
development of an insecure attachment style and decreased self-esteem which in turn 
diminishes the child’s ability to access appropriate emotional support in later life (Gabbard, 
2000). It is this lack of emotional support in later life that has been associated with the onset 
of depression (Harris, 2001). Importantly, the loss of a parent, for example through death or 
divorce, is not pathogenic in itself, but it is rather the diminished care and discord of, for 
example, a conflict-ridden divorce that are linked to an increased risk of depression (e.g. 
Emery, 1988); the adverse effects of deprived care are confirmed by studies that found an 
increased risk of depression in children who had experienced neglect, but not loss. In 
addition, overprotective and controlling parenting styles and low cohesion are associated with 
depression in later life, however, the exact mechanism of these associations are not fully 
understood (Belardinelli et al., 2008; Birtchnell & Kennard, 1984; Enns, Cox & Larsen, 
2000; Parker, 1983).
Extreme disruptions in the parent-child relationship through physical and/or sexual 
abuse is common in adults, children and adolescents with BD (Romero et al., 2009). Studies 
have found that individuals with a history of early abuse present with an earlier onset of BD, 
greater number of rapid cycling BD, more suicide attempts, more comorbid anxiety disorder, 
more comorbid posttraumatic stress-disorder, more comorbid substance abuse and comorbid 
personality disorders (Brown, McBride, Bauer & Williford, 2005; Gamo, Goldberg, Ramirez
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& Ritzier, 2005; Hammersley, Dias,Todd, Bowen-Jones, Reilly & Bentall, 2003; Leverich et 
al., 2002; Levitan et al., 1998; Neria et al., 2008).
A second aspect of later environmental factors in the aetiology of BD concerns 
precipitating factors. Observations from clinical practice suggest that depressive episodes are 
often precipitated by stressful life events. Subsequent research has provided evidence 
indicating that experience of loss such as bereavement can induce a manic episode and that 
the prevalence of adverse life-events is six times higher in the months before a depressive 
episode. Whilst stressful events can increase symptom severity in BD the effects seem to be 
particularly marked with regard to depressed episodes. Manic episodes have been found to 
be triggered by positive events such as the achievement of an important personal goal, 
indicating that regular happiness can turn manic in people with predisposition towards BD 
(Gelder et al., 2006).
Again, this model also views the individual as the passive victim of external 
circumstances, ignoring the Jnteraction between individual and environment as well as the 
individual’s agency.
Psvchological models
Manic-defence hypothesis
The first attempts at psychological insights into the mechanisms of BD stem from 
psychoanalytical thinking. One of the earliest contributions is that of Abraham’s manic- 
defence hypothesis (1911 cited by Bentall, 2003), in which he argues that the underlying 
processes in mania are the same as in depression, only the individual’s attitude to those 
processes changes: during the depressed episode he allows himself to be weighed down by 
them, whereas in the manic episode these processes are considered unacceptable, are denied 
and counteracted. Taking up this hypothesis 70 years later, Neale (1980) argues that 
individual’s suffering from BD are prone to unrealistically high success standards and 
unstable self-esteem. In the event of a negative experience these underlying feelings of low 
self-regard are activated and the individual counters this with grandiose thoughts in order to 
manage his self-esteem, thereby losing control of the ideas and allowing his mood to become 
elevated and ultimately manic.
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This hypothesis is supported by findings from stroop tests indicating that hypomanie 
individuals responded more to depression-related words than a control group (Bentall. & 
Thompson, 1990). Further studies showed that hypomanie and remitted bipolar individuals 
had a more unstable self-esteem which was linked to subclinical depression compared to a 
control group (Bentall, 2003). Interestingly, in a similar word test study (Lyon, Startup and 
Bentall, 1999) it was found that manic patients identified more positive words as meaningful 
to them, but remembered more negative words in a disguised memory test, providing more 
evidence for the hypothesis that manic individuals appear euphoric on the surface to avoid 
underlying negative mood.
Psychoanalytic theory
Freud’s theory of mental illness in general proposed that certain desires which are 
perceived as unacceptable and threatening are repressed into the unconscious and that certain 
defence mechanisms are installed to prevent the resurfacing. However, if these wishes do 
enter back into consciousness they are disguised and it is these disguised wishes that make up 
the symptoms of mental illness (Freud, 1933). He considered psychosis to be a remodelling 
of reality (Freud, 1924) and depression, or melancholia, the reaction to a loss of some kind, 
be it actual or symbolic. Based on the observation that oftentimes in the families of manic- 
depressive patients, the child serves the need of others and is not seen as a separate identity in 
its own right, psychoanalytic literature (e.g. Atwood, Orange & Stolorow, 2002; Leader, 
2013; Miller, 1987) suggests that the bipolar child’s mania constitutes a temporary relief from 
the compliance with the annihilating parents’ demands. By breaking out of the compliance 
and entering a world of extremes, excitement and euphoria the individual is celebrating a 
moment of freedom and taking lost opportunities to the extreme. Mania then functions as a 
temporary relief from the compliance with the parents’ demands. However, the exaggerated 
search for life and the real self in mania quickly deteriorates into disorganised chaos and 
collapses, sending the individual back into the state of compliance and loss as experienced in 
the depressive phase.
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This model assumes intrapsychic, uncontrollable processes within the individual to be 
the reason for BD and disregards the active roles of both individual and environment.
Cognitive theory
Cognitive theory’s suggestions regarding BD is based on material for depression. 
Beck (1979) proposes that depression is caused by faulty ways of thinking consisting of 
distorted beliefs and distorted cognitions. He proposed that recurrent negative thoughts would 
cause the individual to develop negative views of the self, the world and the future thereby 
rendering him or her less resilient to adverse life events. More recent research has further 
developed this and suggests that these dysfunctional beliefs are latent, i.e. not noticeable, 
until activated by a stressful event (Abela & D’Alessandro, 2002).
A further recent development is the model of meta-cognitive awareness. The authors 
suggest that individuals with a lack of meta-cognitive awareness are vulnerable to depression 
as they lack the insight that their thoughts are mental events as opposed to objective truths 
about their selves (Teasdale et al., 2002).
A problematic implication of the cognitive approach is the individual/social dualism 
in that it views a person’s cognitions as constructing the outside world, (Parker, Georgaca, 
Harper, McLaughlin & Stowell-Smith, 1995). Taking this argument further, it can be 
concluded that the cognitive model assumes a limited one-way interaction whereby the 
individual affects the environment but not vice versa. Whilst this suggestion may seem 
initially empowering by apparently offering the key to changing one’s circumstances and 
environment, it disregards the inter-relatedness of the individual with the environment and 
with other people.
Management and treatment
The prevention of future episodes, the acute management of depressive and manic 
episodes and the prevention of suicide attempts are the major goals in the psychiatric 
treatment of bipolar disorder (Mueller-Oerlinghausen et al., 2002). For many years now long­
term administration of mood-stabilisers has been the main acute and long-term treatment for
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both manic and depressive episodes (Young & Wang, 2007). Administration of lithium has 
been shown to be effective in preventing relapses, treating acute mania, acute depression 
when combined with anti-depressants and reducing suicidality (Gelder et al., 2006). 
However, only half of clients with bipolar symptoms respond to lithium and it is suggested 
that people with rapid-cycling disorder, mixed-state, comorbidity and psychotic features 
respond less well (Mueller-Oerlinghausen et al., 2002). Furthermore, the discontinuation of 
Lithium is known to cause treatment-emergent mania (TEM), as is the use of anti-depressants 
as monotherapy in BD (Cavanagh, Smyth & Goodwin, 2004; Gao et al., 2008).
Other psychiatric drugs used with BD are Carbamazepine, Valproate, Lamotrigine, 
however, the evidence regarding outcome, pathophysiological mechanism and BD subtype- 
specific effects is inconclusive and the drug treatment of BD is considered understudied 
(Leahy, 2007).
There is evidence that electro-convulsive treatment is effective in the treatment of 
unipolar depression and acute mania (Gelder et al., 2006), but efficacy is less clear for bipolar 
depression (Hallam, Smith & Berk, 2009; Medda,et al., 2009).
The inconclusive evidence of pharmacological treatment of BD has led to increased
development of psychological interventions. The main types of intervention are
\
psychoeducation, cognitive therapy, psychodynamic therapy and interpersonal-social-rhythm- 
therapy (IPSRT).
Psychoeducation generally offers information about the condition, pharmacological 
treatment, prodromal signs and available help measures. It defines BD as a biological 
disturbance, aims to provide theoretical and practical perspectives in the attempt to improve 
medication adherence and compliance (Gonzalez-Pinto et al., 2004). Outcome studies are 
inconclusive, whilst some studies have shown that medical adherence can be improved, the 
effects regarding number of relapses or delay of relapses were ambiguous (Gonzalez-Pinto,et 
al., 2004; Roth & Fonagy, 2005).
Cognitive behavioural therapy includes some psychoeducational aspects but focuses 
on identifying dysfunctional attitudes, high risk behaviours, beliefs about the disorder and on 
teaching strategies for managing and coping with symptoms. Overall, some improvement has 
been reported regarding reduction of episodes, reduction of hospitalisations, and stability of
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mood (Mueller-Oerlinghausen et al., 2002; Roth & Fonagy, 2005). There is evidence of loss 
of gains during follow-ups (Palmer, Williams & Adams, 1995).
Only very few studies exist reporting outcome of psychodynamic therapy, which 
investigates clients’ ways of relating and intrapsychic processes. Positive effects on 
hospitalisation and relationship quality are reported, however, methodological shortcomings 
make conclusions difficult (Roth & Fonagy, 2005).
IPSRT emphasises the importance of a stable lifestyle (e.g. through monitoring 
circadian and social rhythms), improving interpersonal functioning and maintaining treatment 
successes. Studies report positive effects on stability of lifestyle, stability of mood and 
reduction of time of episode recovery (Frank et al., 1997; Frank et al., 2008; Swartz & Frank, 
2001).
Existential-vhenomenolosical criticism re2ardin2 comvlexitv, causality and relatedness
The predominant focus of contemporary research into BD has been undertaken from a 
positivistic epistemological perspective, leading to a collection of quantitative correlations 
and associated factors. However, there is no indication that this has led to a better 
understanding of the individual diagnosed with BD from a phenomenological perspective 
(Laing, 1960; Rogers, 2007). Rather, it might be seen as having led to a simplistic view of 
BD based on a simple cause-effect relationship that does not take into account the complexity 
of human experience and expression.
The existential-phenomenological approach challenges many of the underlying 
assumptions of positivistic science. Phenomenology, developed in the early twentieth 
century and founded by Husserl (1859-1938) focuses on the examination of the phenomenon, 
“the thing itself” as in the Husserlian slogan, rather than on the formulation of abstract and 
reductionist concepts (Smith, 2003). It rejects the search for a fundamental, separate reality 
underlying experience, which is the focus of positivistic science. Instead, it emphasises the 
importance of the experience itself and the personal meanings that any situation may have for 
the individual (Smith, 2003).
The existential focus of phenomenology concerns the question of “being” itself, “what
is being as such?”, as described by Heidegger as the basic question of metaphysics. It
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examines the intrinsic, universal features of existence (ontological inquiry) and the specific 
ways of different individuals’ being in the world (ontic inquiry). An individual’s way of 
responding to certain ontological aspects of existence, are thought to be contributing to 
psychological symptoms. Some of these existential aspects are “being-in-the-world” (our 
inseparable relatedness with our environment), “being-in-the-world-with-others” (the 
impossibility of living in a world without others), “thrownness” (the human lack of control 
over existence as such and being faced with situations that cannot be changed), “mortality” 
(the inevitability of death) and “the inevitability of choice” (both as a risk and source of 
creativity) (Cohn, 1997).
Thus, the existential-phenomenological approach has been described as the discipline 
in psychology that examines the essence of human existence and behaviour (Spinelli, 2002). 
It acknowledges the complexity of human existence and in fact states that “to try and reduce 
[...] being down to a set of essential components would be to diminish the fullness of [...] 
humanity” (Cooper, 2003, p. 10). A model of BD based solely on biological or environmental 
factors cannot do justice to the actual experience of an individual presenting with any kind of 
behaviour that could be classified as a symptom of BD.
A related key aspect of positivistic science that is challenged by existential- 
phenomenological philosophy is that of causality. The attractiveness of the causal model of 
psychopathology lies in its apparent advantages regarding diagnosis and intervention. 
However, two criticisms need to be raised in opposition to causality. Firstly, the research 
consists mainly of correlational studies that merely provide statistical probabilities and 
associations, but have not actually “discovered” any definite causes (Gelder et al., 2006). 
Secondly, to single out any particular cause would not only ignore the complexity of an 
interplay of several causes as described above but also the importance of context (Cohn, 
1997). The existential-phenomenological paradigm argues that to isolate one aspect of a total 
situation means to distort and falsify this situation. Furthermore, it would disregard the 
relationship which the existential-phenomenological approach considers a primary state of 
being and one of the givens of human life. We are not able to choose a life without relating, 
even in isolating ourselves from others we are still choosing to turn away/ram them. We are 
still isolated/ram them. It follows from this assumption that the attempt to describe human 
behaviour objectively and as a direct consequence of external factors such as biological or 
environmental factors is flawed. The existential-phenomenological point of view regards all
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behaviour and experience as taking place in a context and in a relationship; the self is seen as 
being-with-others (Cohn, 1997).
With regard to psychopathology and the treatment of schizophrenia R.D. Laing 
(1960) argues that nobody has schizophrenia, but an individual is schizophrenic in their 
interaction with somebody else. He goes on to propose that “the behaviour of a patient is to 
some extent a function of the behaviour of the psychiatrist in the same behavioural field” (p. 
28). He rejected the medical view of schizophrenia and instead considered schizoid behaviour 
as a meaningful expression of an individual’s personal experience. Employing the 
existential-phenomenological approach he demanded awareness of the fact that somebody 
else’s way of experiencing the world might be very different from one’s own and hence 
advocated a re-orientation towards the other’s way of being rather than pathologising it.
A further point challenging the concept of causality is the argument that humans do 
not experience time in a linear way. Rather, our behaviour is motivated by our aspirations and 
expectations for the future and despite the present being informed by our past, it is not caused 
by it. Hence, Heidegger (1962) argues that the future precedes and influences our present, 
rather than our past (Cohn, 1997).
Research on suicide in BD
Demo2ravhics
A diagnosis of BD is one of the strongest predictors for suicidal ideation -  individuals 
diagnosed with BD are more at risk of taking their own life than individuals suffering from 
any other Axis I disorder (Chen & Dilsaver, 1996). Statistics show that individuals suffering 
from BD are 20 times more likely to attempt suicide than the general population (Tondo, 
Isaacson & Baldessarini, 2003), that 10-20% of people diagnosed with BD take their own life 
and that 25-50% of individuals with a BD diagnosis attempt suicide at least once (Mueller- 
Oerlinghausen et al., 2002; Valtonen, Suominen, Mantere, Leppamaki, Arvilommi & 
Isometsa, 2006). Furthermore, the level of intent to die and the lethality of the methods used 
by individuals seem to be particularly high as the attempt/suicide ratio in BD is 3:1 compared 
with a ratio of 30:1 in the general population (Baldessarini, Pompili & Tondo, 2006). It has 
also been found that suicidal acts occur primarily in BDI and cyclothymic disorders (Garcia-
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Amador, Colom, Valenti, Horga & Vieta, 2008) as well as early on in the course of the 
disease (Baldessarini et al., 2006; Khalsa et al., 2008; Tondo, 2003) and particularly during 
depressive or mixed episodes (Balasz et al., 2006; Judd et al., 2002; Valtonen et al., 2008).
Clinical vsvchosocial and psvcholosical correlates o f suicide in BD
In their recent review Fountoulakis et al. (Fountoulakis, Gonda, Siamouli & Rihmer, 
2009) gave an overview of the clinical, psychosocial and psychological correlates of suicide 
risk in BD and common therapeutic interventions. They identified as risk factors agitation, 
depressive mixed states, higher number of prior depressive episodes and attempts, comorbid 
anxiety (especially panic attacks and generalised anxiety disorder), comorbid personality 
disorder, comorbid substance/alcohol dependence and a family history of suicide.
Psychosocial factors that increased the predisposition to suicide were poor 
psychosocial adaptation, recent psychosocial stress (e.g. occupational or relationship 
difficulties), personal history of trauma (especially early and/or sexual abuse), early parental 
separation and African-American ethnicity (individuals reporting higher hospitalisation and 
suicide rates compared to individuals from a Caucasian background). Cultural constructs 
such as moral objections to suicide were found to offer protective factors against suicidal 
ideation.
With regard to the psychological risk factors of individuals exhibiting suicidal 
behaviour they concluded that they tend to have low self-esteem, to be hopeless (Beck’s 
hopelessness scale; Beck, Weissman, Lester, & Trexler, 1974), have an external locus of 
control, have greater difficulties with emotion regulation (particularly regarding anger), have 
poorer coping strategies, lack a sense of a reason for living, have a higher harm avoidance, 
greater openness, tend to worry more and score high on fatigability and asthenia. They also 
show more signs of neuroticism and in particular men showed less emotional processing and 
had a threefold increased risk for suicide if they suffered from borderline personality disorder 
or any cluster B personality disorder (antisocial, borderline, narcissistic, histrionic,) 
(Leverich,et al., 2002; Leverich,et al., 2003).
Due to methodological shortcomings conclusions regarding the efficacy of 
interventions targeting suicide risk reduction remain inconclusive. Studies suggest that
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psychosocial interventions enhance long-term outcomes in conjunction with 
pharmacotherapy (Miklowitz & Johnson, 2006) and that interpersonal group therapy, CBT, 
group therapy for the partners of people with BD and psychoeducation for the individual and 
his/her family could improve treatment adherence and hence indirectly improve suicide risk 
(Sajatovic, Davies & Hrouda, 2004). One randomised control trial (RCT) study found that 
administration of CBT resulted in lower depression scores and fewer dysfunctional attitudes 
after 6 months of CBT intervention (Ball et al., 2006), whilst another RCT study 
investigating the effectiveness of interpersonal, social-rhythm, CBT and family-focussed 
therapy found that this resulted in higher recovery rates and shorter times to recovery 
compared with a control group (Miklowitz et al., 2007). Studies regarding the effectiveness 
of psychoeducation report great success, but are considered unreliable due to a lack of control 
groups (Rouget & Aubry, 2007). Mindfulness based cognitive therapies (MBCT) were found 
effective in reduction of anxiety and depressive symptoms in individuals with suicide history 
but not with regard to suicide ideation directly (Williams,et al., 2008).
As mentioned before the first priority of intervention is suicide prevention mainly 
through pharmacological treatment (Mueller-Oerlinghausen et al, 2002), and most 
quantitative research into the associated features of suicide in BD is undertaken to facilitate 
diagnosis and prediction. However, this leads to the loss of meaning and individual context, 
leaving the individual exposed to an impersonalised and in the worst case inappropriate 
intervention. As R.D. Laing put it: “It is just possible to know [...] just about everything that 
can be known about the psychopathology of schizophrenia or of schizophrenia as a disease 
without being able to understand one single schizophrenic.” (1960, p. 33)
Alternative avproaches to suicide
As opposed to psychology, sociology has approached the topic of suicide in a much 
more detailed and meaningful manner. Probably the most renowned theory is Emile 
Durkheim’s classification of suicide (1897). In his sociological study of suicide he suggests a 
structural model distinguishing four categories of types of suicide depending on the extent to 
which the individual was engaged with society: Egoistic suicide is carried out by someone 
who is little integrated with society and hence has less support in terms of relationships and 
values when under stress. Altruistic suicide is committed by individuals who are overly
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integrated with society and cannot withstand societal norms, requiring him to suicide. The 
anomic suicide is performed in societies that are characterised by a lack of norms and values 
which may lead the individual to suicide due to a lack of sense of belonging, whilst the 
opposite, fatalistic suicide, is committed by somebody over-regulated by an oppressive 
society.
More recent explorations of the motivation of suicide have suggested such aspects as 
Murray’s (1938) basic needs for achievement, recognition, aggression and autonomy 
(Shneidman, 1987); others suggest a classification system including motives such as 
retaliatory abandonment, retroflexed murder, reunion, rebirth and self-punishment (Edland & 
Duncan, 1973) and Tanney (1992) proposes rescue, reunion, respite, rigidity, gamble, rebirth, 
revenge, riddance and reparation as reasons for suicide.
Similarly, Fairbaim (1995) offers a conceptualisation which considers the individual’s 
intention to take his or her life. Illustrating the importance of intention for classifying a death 
as suicide he argues that despite having brought their death upon himself, the man killing 
himself by overeating or smoking would hardly be referred to as having committed suicide. 
In order to be classified as suicide, clearly there has to be the intent to end one’s life, death 
has to be the deliberate end-goal. Furthermore, he emphasises that people take their life for a 
variety of reasons and under a variety of contexts. Often, what is labelled as the suicidal act 
or attempted suicide is an individual’s attempt at altering their life situation rather than 
ending their life. Similarly, suicide might actually be viewed as an expression of celebrating 
and appreciating life. For somebody who has always enjoyed living life to the full, the course 
of a chronic illness might constitute a factor that makes it impossible for him or her to 
continue living in a way that is meaningful to him or that is adequate with regard to his 
personal life values. To then end this life might be considered an expression of his or her 
appreciation of the quality and excitement that was essential to his meaning of life.
Thus, he suggests distinguishing between the no hope suicide (because the individual 
feels no hope that life might change for the better), the existential suicide (afraid of the future 
or so deeply aware of the inevitability of death and hence considering life futile), the dutiful 
suicide (the duty of killing oneself in certain cultures such as seppuku in Japan), the altruistic 
suicide (carried out by someone who for reason of chronic illness for example sees himself as 
a burden for his family), the revenge suicide (in order to “teach someone a lesson” by whom
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they believe they have been treated badly), the political or ideological suicide (in order to 
make a political or ideological or religious point, e.g. religious suicide bombers), judicial 
suicide (where the individual believes he should die as punishment for some action), other- 
driven-suicide (derived from the German “jemanden selbstmorden” as in “to suicide 
somebody” (Daube, 1972), where somebody has been driven to take his life by others) and 
lastly, multiple suicide or mass-suicide (e.g. communal suicide with association to a guru or 
in war situations).
The fact that we do not often consider these individual circumstances is reflected in 
(or possibly caused by) our limited language available to us for this subject: attempting 
suicide, committing suicide, ending life, killing oneself are all variations of the words “kill” 
or “suicide”. These do not allow for subtle nuances of circumstance and intention 
(Fairbaim, 1995). By contrast, the Greek language for example provides many more ways of 
description, e.g. “to grasp death”, “to flee living”, “to do violence to oneself’, “to consume 
oneself’ or “to get oneself out of the way” to name but a few (Daube, 1972). This clearly 
illustrates how varied the intentions and underlying pains of the individual might be and 
hence, how inappropriate it is to treat each individual case like any other suicide that merely 
requires preventative action.
Taking into account the existing research into suicide, Werth (1996) concludes that 
there seems to exist what has been termed “rational suicide” -  the decision to end one’s life 
because of certain circumstances that seem understandable and acceptable and that does not 
require any preventative intervention. He argues for a revision of the current standards in 
mental health care towards accepting suicidal ideation as a rational choice and against the 
pathologising of suicide.
The one-size-fits-all approach to labelling suicide is not only misrepresentative of the 
individual’s reality, it can also have adverse effects on the future and treatment of the person: 
somebody who for example harms himself without the intent to end his life gets labelled as 
an “attempted suicide” and might end up in specialist care on a psychiatric ward in order to 
prevent another ‘attempt’. However, for the then hospitalised “patient” this might be a 
terrifying experience that only increases the stress and the pressure they experience, and 
which might even lead to him or her subsequently developing a genuine wish to end this 
existence. Furthermore, somebody who gets labelled “attempted suicide” might be regarded
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as somebody who has brought the problem on themselves and might find himself or herself at 
the receiving end of overworked staffs lack of sympathy and care (Fairbaim, 1995) -  
“they’re just trying to get attention” is only too often an excuse for not engaging with the 
genuine underlying despair that drives somebody to harm themselves, whether suicidal or 
not.
Mainstream psychiatry’s and psychology’s predominant view of suicide in BD, 
namely to consider it a symptom of mental illness that requires treatment, is representative of 
the pervasiveness of the medical model. It is this perspective that has led to the common 
view that anyone who kills himself must be mentally ill or at least depressed and certainly 
suffer from impaired cognitive functioning (e.g. Fairbaim, 1995; McIntosh, 1993; Snipe, 
1988), the latter assumption being related to Beck’s work around hopelessness (Beck et al., 
1974). For example, the psychiatrist and president of the Austrian Adlerian Society Erwin 
Ringel argues that “death [...] is for the most part chosen under pathological circumstances or 
under the influence of diseased feelings” (1980, p. 206). Some mental health practitioners 
even wam that a suicidal client who, whilst diagnosed with depression may appear 
competent, must not be believed that this competency is genuine, in fact, they claim, it does 
not exist (Snipe, 1988).
There are however those who view suicidal behaviour more as an expression of 
despair and pain than as a symptom of mental disease. Thomas S. Szasz (1980) challenges 
the medical model of suicide and argues that it is rather an act of choice by an agent and that 
the prevention of suicide constitutes a dehumanising and infantilising of the suicidal person. 
He suggests that suicide is generally a person’s attempt to achieve greater autonomy and that 
the act of preventing suicide, e.g. through hospitalisation, constitutes a taking away of this 
right to autonomy from the person and constitutes a factor that will only increase rather than 
diminish the individual’s desire for suicide. He goes as far as arguing that psychiatrists 
perceive another person’s suicidality as an affront against one of their most basic, possibly 
personal but surely professional values, that of saving lives. Suicide intervention then 
becomes a power-struggle between physician and patient, where the physician fights for the 
maintenance of his values, his beliefs and ultimately his identity.
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Existential-vhenomenolosical views on suicide and the concepts o f  choice and freedom
The existential-phenomenological approach views suicide as the ultimate withdrawal 
from the uncertainty of the human condition (e.g. van Deurzen, 2002), also called “existential 
retreat” (Binswanger, 1963). The uncertainty of the human condition refers to existential 
anxiety due to the realisation that human life is finite, full of inevitable obstacles, does not 
provide any security in terms of universal plans and structures and is isolated in terms of our 
having to ultimately enter and leave the stage of life on our own (Yalom, 2004). To avoid the 
existential anxiety that can develop from an awareness of these conditions of our existence, 
the individual might decide to decline life and withdraw from it, either by suicide or through 
gradual disengagement by for example drug addiction (van Deurzen, 2002) or insanity 
(Binswanger, 1963). This withdrawal from reality, i.e. the denial of the existential givens, is 
assumed to lead to “inauthenticity”, which in turn can lead to psychological disturbances 
(Cohn, 1997).
Thus, the existential-constructivist model of suicide (Rogers, Bromley, McNally & 
Lester, 2001) offers a model for understanding suicide which combines Yalom’s (1980) view 
of existentialism with psychological constructionism as outlined by Neimeyer and Mahoney 
(1995). It argues that the existential concerns around death, isolation and meaninglessness of 
human existence form the underlying motivation for the human construction of meaning. 
These constructed meanings consist of perceptions and expectations of one’s self, others, 
relationships and the world. If these meanings get challenged by an adverse “trigger-event” 
the individual is experiencing this as psychological stress which in turn can lead to 
suicidality. Four areas of such constructed meaning have been identified: spiritual, 
psychological, social or relational, and somatic, which, when challenged, can pose potential 
motives for suicidal behaviour.
In view of this diversity of emotions and motives underlying suicide, clearly a much 
less generalised approach than the concepts of the scientific approach towards suicide is 
required in order to meet the client and to do his human experience justice. This would be 
provided by an approach to the individual’s experience of suicidal feelings by which the 
search for underlying patterns is abandoned for the sake of exploration of the experience 
itself. A consequent phenomenological approach avoids the development of abstract concepts
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that do not match the meaning of the individual and offers instead an appreciation and 
valuing of the individual (Smith, 2003).
Existential-phenomenological concepts of choice and freedom
In the existential-phenomenological view the individual has the choice of how to 
respond to the existential givens which are shared by all human beings and it is this particular 
response that defines each individual’s uniqueness. At the core of psychological disturbance 
the existential perspective sees a conflict between the givens of our existence, our awareness 
of our possible choices and our chosen response to those givens (Cohn, 1997). 
Psychopathology however, holds the view that biological, environmental or psychological 
givens affect the individual in such a way that he had no choice but to become mentally ill 
and develop the symptom of mental disorder or suicidality. This limitation of the client’s 
agency and the construction of the individual as a passive “victim” of his biology denies him 
or her autonomy and freedom of choice (Boss, 1963). Furthermore, it prevents the 
practitioner from seeing the client’s full existence and uniqueness and thereby does not allow 
for an informed and appropriate understanding of his life circumstances. In the case of BD 
this means that the client will be seen as a passive victim of inevitable consequences of his 
biological make-up and environment and no consideration will be given to the role that the 
individual himself may have had in choosing to end his life. This, as Cohn (1997) points out, 
means to entirely ignore the active role of the individual and society in the development of 
our way of being.
Taken together the above mentioned different views on suicide together with the 
considerations of choice and freedom paint a picture that is much richer and much more 
meaningful than the scientific literature based on the medical model of psychopathology. It 
warrants an approach to intervention that considers the individual person and individual 
circumstances. This focus on both individual meaning and context is provided by the 
existential- phenomenological approach.
Implications for the practitioner
Motto (1980) contends that it is feelings of acceptance and worthiness achieved 
through careful exploration of the client’s life values and realities in a therapeutic relationship 
that may reduce emotional pain and suicidality. With its emphasis on individual experience 
and relatedness the existential-phenomenological approach provides these necessary 
conditions for an encounter not of practitioner and patient but of two human beings. This is 
achieved by the therapist’s endeavour to gain as rich a narrative as possible of the client’s 
sense making of their own suicidality and to identify underlying assumptions and their 
relation to the perceived difficulty (Cohn, 1997). Creating a space in which the client feels his 
story will be heard and focussing on their specific narractive and their experience rather than 
prioritising the diagnostic category is a cornerstone of counselling psychology’s philosophy. 
The focus on relational work and phenomenology facilitate the provision of the empathy and 
understanding so desperately needed by the suicidal client.
Summary and conclusion
This literature review has given an overview of the existing psychiatric and 
psychological literature on BD including its classifications, course, aetiology and treatments. 
Particular attention has been given to the literature on suicide in BD. The presented research 
has been shown to have been mainly undertaken from a positivistic stance whereby the 
individual is seen as a passive recipient of biological and environmental givens, implying 
assumptions that neglect the aspects of choice, complexity and relatedness in human nature. 
It has been argued that suicide is a complex, multi-causal and multi-faceted behaviour that 
requires a more complex approach than the reductionist scientific method of identifying 
generalised correlates.
It appears that there has not been undertaken any substantial research into the client’s 
understanding of the nature of BD. Through its focus on the client’s experience and the 
acknowledgement of the influence of the therapeutic relationship (Cooper, 2003; Laing, 
1960; Motto, 1980) the existential-phenomenological approach acknowledges the 
individual’s autonomy, uniqueness and relatedness by which all experience is individual and 
inter-subjective (Cooper, 2003). Such an approach does not deny biological and
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environmental factors, but rather encourages a process of exploring the meaning of a client’s 
emotions and behaviour, and ultimately to develop an understanding that is based on the 
client’s worldview, rather than one imposed from the outside.
Therefore, to make sense of a person’s wish to die, our focus should be on their life, 
not on their death.
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Personal reflection
Last year on the 16^  ^December I got a phone call from somebody telling me that our 
mutual friend, Michelle, had killed herself.
I was shocked and sad. I could not comprehend that she should be dead. And by her 
own hand as well. She had decided to kill herself, decided that she never wanted to be here 
again, amongst us, ever.
But there was also a part of me that thought it all made sense. Michelle and I had 
spent some time together talking about some problems she felt she was having and so the fact 
that she had ended her life seemed to me to be at some level -  understandable? Appropriate? 
These words sound rather trivial and almost offensive. But what I mean is that I had a sense 
of her having her reasons, there being a coherence, her determining her own life, her having 
an intention and an opinion. And I didn’t at all anticipate what I was going to find out at her 
funeral: both her mum and her dad in their speeches referred to Michelle having been 
diagnosed with bipolar disorder. They spent some time trying to explain the condition to their 
family and friends -  the chemical imbalances, the faults in her brain, the neurological disease 
she had been suffering from.
I was stunned. It didn’t make sense. What about my understanding of her reasons? 
And I had never noticed anything! She had been diagnosed in April and ended her life in 
December -  it must have all happened so quickly.
Apart from the guilt of not having noticed anything, the sadness of missing her and 
the pain of seeing how much she was loved and missed by everyone around, I was left with a 
feeling of confusion. Was she bipolar? Was I wrong? Or were the problems she had discussed 
with me the reason for her developing bipolar symptoms? Or was the diagnosis just a crutch, 
provided by the practitioners, so the parents wouldn’t feel crushed by guilt and regret?
I believe that this literature review is my attempt to gain some insight into what her 
last months must have been like for her. It feels as if I am trying to get a little closer to her, 
wanting to understand her thoughts and feelings. It is a substitute for the conversations I 
cannot have with her and an attempt to find answers that she won’t give me. Maybe I am 
trying to make amends -  I do feel guilty for not having noticed anything, not having been
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there to offer any kind of support. The fact that I study psychology and used to be a 
Samaritan just seems ironic and makes it worse.
The conflict I was experiencing between my understanding of her situation and the 
way that her parents portrayed her problem led to my considering the mainstream psychiatric 
as well as the existential-phenomenological and anti-psychiatry perspectives. It was 
important to me to get as much information on the client’s experience of BD. I hoped to find 
confirmation that human behaviour and human life is not random and that individuals are not 
passive victims of neurological or metabolic glitches. As always, there are no firm answers. 
There are many different models of explanation, all of which have their limitations and which 
one we chose to go with seems to be partly influenced by our own life values and our 
personality.
During the writing of this paper I have at times felt quite close to her, I could “hear” 
her comment on something that was relevant to her or “see” her roll her eyes about some 
“scientific” fact. At other times I almost forgot about her and the paper became just a review 
of psychological literature, a piece of work that needed to be finished on time. I felt bad at 
those times, thinking that I had forgotten about her and in a way betrayed her and all those 
people suffering from the condition in real life. In some way it then made me re-approach the 
work with a bit more motivation and energy, with a fresher attitude and the belief that what I 
was doing mattered, that it was real.
Knowing Michelle made the writing of this review more real and more relevant. I 
hope that it will always remind me that this profession is about contact with real people -  not 
only during the client sessions, but also when reading textbooks, papers and when despairing 
over the word count of the next piece of research.
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“Information for Contributors” from Existential Analysis.
Journal submissions -  Information for contributors
The aim of Existential Analysis, the journal of the Society for Existential Analysis, is to 
provide a forum for the expression of views and the exchange of ideas amongst those 
interested in existential-phenomenological analysis and its application to therapeutic practice 
and everyday life.
Prospective contributors should send papers or reviews, in English, by email attachment to 
The Editors, c/o Katrina Pitts: journal@existentialanalysis.co.uk
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As a word document.
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Appendix II
Details of literature searches
In order to achieve an overview of the existing literature on BD a Psychlnfo search 
was conducted, using the following search terms:
“bipolar and disorder” (number of results=5375);
“bipolar and diagnosis” (number of results=136);
“bipolar and patients” (number of results= 1471 );
“bipolar and causes” (number of results=30);
“bipolar and treatment” (number of results=l 174);
“bipolar and suicide” (number of results=86);
“bipolar and qualitative” (number of results=271 );
“suicide and meaning” (number of results=30)
The most relevant of these results were downloaded where full-text links were 
available and the reference lists of those papers were considered for obtaining further key 
articles. Intra-library loans services were also used where necessary as well as other 
databases such as PubMed.
In addition to journal articles books from the University library were considered or 
purchased on Amazon, some of which were:
“Shorter Oxford Textbook of Psychiatry” by M. Gelder, P. Harrison, & P. Cowen 
“The Philosophy of Suicide” by M.P. Battin & D.J. Mayo
“Existential Thought and Therapeutic Practice. An Introduction to Existential Psychotherapy” 
by H.W. Cohn
“Existential Therapies” by M. Cooper
“Rational Suicide? Implications for Mental Health Practitioners” J.L. Werth
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RESEARCH PROJECT ONE
The battle of the self
An interpretative phenomenological analysis of the perceptions of 
suicidality amongst individuals with bipolar disorder
Abstract
Aim The aim of this study was to gain an insight into the experience of feeling suicidal from 
the perspective of those diagnosed with bipolar disorder. Method To this purpose six 
individuals were interviewed and an interpretative phenomenological analysis was employed. 
Results The data revealed a process of a gradual loss of self as a contributing factor to 
suicidality. The effects of bipolar (BD) on personal life were described as resulting in various 
psychological losses, culminating in the loss of identity and self. The act of suicide was 
portrayed as a paradoxical act serving both as solution and completion. Conclusion This 
study offered an original look at the interplay between the effects of BD and the experience 
of suicidality. Some consent with general suicide literature suggests suicidal feelings may be 
an expression of human distress that is independent of psychiatric diagnosis.
Keywords: Suicide; suicidology; phenomenology; bipolar disorder; mania; affective 
disorders; self-harm; qualitative; Interpretative Phenomenological Analysis; IP A
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Introduction
Suicidology
Today, the study of suicide comprises an entire academic field of its own -  
suicidology. Contributions arise from three main areas -  sociology, biology and psychology.
Relevant to this report and possibly the most prominent theory is that by Shneidman 
(1993), generally regarded as the founder of suicidology. His theory of suicide as a solution 
to unbearable mental pain (‘psychache’) is based on H.A. Murray’s (1938) model of the basic 
human need for achievement, recognition, aggression and autonomy. The frustration of these 
vital needs is understood as leading to unbearable hurt and psychological pain which is 
experienced as intolerable by the individual who then believes the only remaining option to 
be suicide.
Shneidman is opposed to the correlation of suicide “with simplistic non psychological 
variables, such as sex, age, race, socioeconomic level [...], psychiatric categories (including 
depression), etc.” (Shneidman, 1993, in Maltsberger & Goldblatt, 1996, p. 634). He 
emphasises that the key to understanding suicide lies in listening to the suicidal person and in 
understanding their particular circumstances (Shneidman, 2001). He contends that “the 
proper language of suicide is lingua franca -  the ordinary everyday words that are found in 
the verbatim reports of beleaguered suicidal minds” (Shneidman, 1996, p VIII).
Today however, the field of suicidology is predominantly populated by quantitative 
research; qualitative literature on the experience is scarce. Between 2005-2007 only 3% of 
articles published in the three main international suicide journals^ were based on qualitative 
investigations (Hjelmeland & Knizek, 2010) and it was only in 2010 that the first and so far 
only exploration of suicidality undertaken by a survivor was published as part of a Ph.D. 
(Webb, n.d.; Webb, 2010).
Some qualitative contributions from nursing and health science give voice to the 
interpersonal needs of suicide survivors. Wiklander et al. (2012) discuss the experience of 
shame during the time after the event and others highlight the positive effect of feeling
 ^ ‘Crisis’, ’ Archives of Suicide Research’ and ‘Suicide and Life-Threatening Behaviour’
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understood on the desire to carry on living (Samuelsson, Wiklander, Asberg & Saveman, 
2000).
The Aeschi Group, a collaboration of psychologists and psychiatrists, promotes an 
approach to working with suicidality that emphasises the therapeutic relationship and the 
paramount importance of empathy with the suicidal wish. They consequently highlight “an 
increasing need for qualitative research focusing on the patient’s own internal suicide 
processes” (Michel et al 2004a, 2004b). Jobes (2000, 2009) developed an assessment form 
and treatment protocol endorsing a collaborative and phenomenological assessment of the 
patient’s suicidality, emphasising individual circumstances and the value of “the client’s own 
words”.
Bipolar disorder and suicide
A  subgroup of the population to whom suicidality poses a particularly dangerous 
threat is that of those suffering with bipolar disorder (BD). A diagnosis of BD is one of the 
strongest predictors for suicidal ideation and individuals diagnosed with BD are more at risk 
of taking their own life than individuals suffering from any other Axis I disorder (Chen & 
Dilsaver, 1996). Statistics show that individuals suffering from BD are indeed 20 times more 
likely to attempt suicide than the general population (Tondo, Isaacson & Baldessarini, 2003), 
that 10-20% of people diagnosed with BD take their own life and that 25-50% of individuals 
with a BD diagnosis attempt suicide at least once (Valtonen et al., 2008; Mueller- 
Oerlinghausen, Berghofer & Bauer, 2002). Furthermore, the level of intent to die and the 
lethality of the methods used by individuals seem to be particularly high as the “attempted / 
completed suicide” ratio in BD is 3:1 compared with a ratio of 30:1 in the general population 
(Baldessarini, Pompili & Tondo, 2006). Bipolar disorder (BD) affects 3-5% of the 
population (Leahy, 2007; Benazzi, 2007a), making this a powerful and not uncommon risk 
factor.
The majority of contemporary research into BD has also been undertaken from a 
positivistic epistemological perspective in order to facilitate diagnosis and prediction.
Some of the few qualitative studies regarding BD deal with the experience of BD and 
the effect on daily living and development. One such study explores the psychosocial effects
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of BD (Lim, Nathan, O’Brien-Malone & Williams,. 2004). Material from focus groups and 
individual interviews with eighteen participants revealed that individuals experienced 
instability, chaos and a lack of control leading to a sense of loss and deficit. Similarly, 
Rusner, Carlsson, Brunt & Nystrom (2009) also emphasise the need for increased 
understanding of the lived experience, having interviewed ten individuals who stress the role 
that a sense of control and of identity play in living a meaningful life with BD. Another 
qualitative investigation examined the impact of BD on psychosocial development. 
Analysing material from assessments and therapy sessions of 16 participants aged between 18 
and 35, Inder et al. (2008) found that BD led to experiences of confusion, contradiction and 
self-doubt impeding the development of a continuous sense of self. Promoting a 
developmental understanding of BD and drawing on Eriksson’s psychosocial theory of 
development (1959) they argue that through the early onset bipolar experiences of confusion, 
mood dependent perception of different selves and a lack of ability to differentiate between 
the illness and themselves, BD impairs the successful development of a healthy identity and 
sense of self during adolescence.
However, to the authors’ knowledge these qualitative investigations are limited to the 
general experience of daily life with BD. Considering the prevalence and lethality of suicide 
in BD, an exploration of this specific experience, equally concerned with the phenomenology 
in order to advance understanding and improve clinical encounters, seems indispensable. It is 
relevant at this point, to state that the focus on the diagnostic category of Bipolar Disorder 
has been adopted for sampling purposes based on the literature reporting the particularly high 
risk of suicide in individuals with this condition. The author does not endorse the medical 
model and underlying positivist assumption of pathology as concrete entity. Instead, this 
investigation is intended to go beyond the label of BD and explore the individual stories and 
meanings behind the diagnosis.
Rationale for method
In view of the diversity of the possible emotions and motives underlying suicide as 
well as the benefits of exploring the clients’ life values to seek avenues for the alleviation of 
suicidal feelings, a less generalised approach towards suicide than the quantitative medical 
one is required. This is provided by an approach to the individual’s experience of suicidal
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feelings by which the search for underlying patterns is abandoned for the sake, of exploration 
of the experience itself. A consequent phenomenological approach avoids the development 
of abstract concepts that do not match the meaning of the individual and offers instead an 
appreciation and valuing of the individual (Smith, 2003). IPA is grounded in phenomenology, 
ideography and hermeneutics, hence its aim is to uncover the meaning (phenomenology) of 
the unique individual experience (idiography) and to then interpret this meaning from a 
position of insight (Smith, Flower & Larkin, 2009). The latter is represented in the concept of 
the “double hermeneutic” acknowledging the inevitable involvement of the researcher’s 
subjectivity.
With its focus on exploring individual perceptions of complex states and emotions, 
interpretative phenomenological analysis allows for the studying of the meanings which 
particular states hold for the individual (Smith, 2003) as opposed to for instance the search 
for theoretical accounts as in Grounded Theory (Glaser & Strauss, 1967), the focus on 
interaction and language in Discourse Analysis (e.g. Potter & Wetherell, 1987) or the focus 
on structures or relationship of stories of experience as in narrative analyses (e.g. Gergen & 
Gergen, 1998).
At this point it is necessary to state that the focus on the positivistic diagnostic 
category of Bipolar Disorder has been adopted for sampling purposes based on literature 
reporting the particularly high risk of suicide in individuals with this particular disorder. The 
authors do not endorse the medical model with its realist assumption that it is possible to 
deduce the existence of an illness in the form of a concrete entity from observed behaviour. 
Instead, this investigation is intended to go beyond the label of BD and explore the individual 
stories and meanings behind the diagnosis
Understanding feelings of suicidality may help to narrow the gap between 
generalising quantitative literature and the actual client’s experience. However, being of a 
qualitative nature the study is not intended to produce generalised results. Rather, the detailed 
examination of few participants’ life world is sought (Smith, 2003) with the option of 
transferring where responsibly appropriate.
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Research aims, objectives and research question
The aim of this study is to contribute to the qualitative body of knowledge that strives 
to understand rather than explain the phenomenon of suicidality focussing on individuals 
with bipolar disorder. To this purpose the objective is to undertake an interpretative 
phenomenological analysis (IPA) (Smith & Osborne, 2003) with its emphasis on the 
individual experience.
The research question is: What is the experience of suicidality amongst individuals 
with bipolar disorder?
I ll
Method
Participants
The homogenous sample (Smith & Osbome, 2003) consisted of eight individuals who 
were selected purposively in accordance with their ability to provide insight into the 
experience under study. The sample was considered homogenous based on the fact that all 
participants were required to be diagnosed with bipolar disorder, to have felt suicidal in the 
past, on the fact that the majority had attempted suicide in the past and that all were of White 
British ethnicity. Current feelings of suicidality were identified as an exclusion criterion. Five 
out of eight participants had attempted suicide in the past. Participants’ (two male, six 
female) age ranged from 38 -  65 years. Two participants were self-employed, one was 
employed and five were unemployed on medical grounds. Three out of eight participants 
were in relationships.
Procedure
Participants were contacted through two different bipolar self-help groups that the 
researcher attended as a guest to present the project (see Appendix I), an advertisement on the 
forum of the national charity bipolar.uk as well as through snowballing. They were then 
contacted via e-mail, phone or text message after they had expressed their interest. They were 
e-mailed or sent an information sheet, an informed consent form and an interview schedule 
(Appendix B, C, D respectively). Some received the debrief form (Appendix E) in the same 
e-mail, some participants were given the debrief form personally on the day of the interview. 
They were asked to return the signed consent form either via e-mail (scanned version) to the 
researcher’s University e-mail or via mail to the University’s psychology department.
Particular care was taken to ensure that candidate interviewees were feeling 
comfortable to participate. It was emphasised that withdrawal from the study was possible at 
any point throughout the project and the researcher took time to inquire about the 
participants’ mental and emotional state and their preparedness to participate via e-mail or 
telephone a few days before the interview as well as on the day. Participants were also often 
very particular about their preferred contact medium which was of course respected by the 
researcher.
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Interviews were conducted by the researcher either on University premises or via 
telephone where participants lived abroad or it was not convenient to meet in person. Before 
recording, participants were asked to sign the informed consent and were given the 
opportunity to ask any remaining questions. Interviews followed a semi-structured interview 
schedule consisting of six items and were conducted in an open way in order to enhance 
rapport with the participant and to allow for flexibility in coverage and emphasis (Smith, 
2003).
The interviews were recorded electronically and lasted between forty minutes and an 
hour and a half. They were transcribed verbatim.
Analysis
The transcripts were analysed using the method of IPA (Smith, 1996). The transcripts were 
subjected to close repeated reading before emerging themes were first noted, aiming to 
capture the essence of what was being expressed through descriptive, linguistic and 
conceptual commenting (Smith, Flowers & Larkin 2009). Reflective comments and first 
impressions were noted on the left hand margin, after re-reading more specific themes were 
noted in the right hand margin. Themes were grouped and superordinate concepts were 
identified. An iterative clustering process was ensured and a directory of quotations and 
themes was compiled with an identifier. Emerging sub-themes were clustered together in an 
attempt to identify superordinate themes. These were written up in the form of a narrative 
supported by representative quotes from the transcripts.
Epistemology and evaluation
Whilst it is recognised that personal meanings expressed and explored in a qualitative 
interview are mutually constructed through the interviewer and interviewee being engaged in 
a dialogue, it is assumed that the participant’s expressed views and values also have meaning 
outside the interview setting, i.e. a phenomenological perspective is adopted (Smith, Harre, & 
van Langenhove, 1995).
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The participant’s views and values are understood to represent a certain, very 
individual psychological world which the aim of the interview and subsequent data analysis 
is to experience and explore as closely as possible (Smith, 2003). It is appreciated that IPA 
involves a double hermeneutic in that it can only provide an interpretation of the client’s own 
sense making of his experience (Smith & Osbome, 2003). Care was taken at all times to keep 
the interpretations grounded in the text and reflective practice and bracketing (the temporary 
suspension of preconceptions) was employed. At times an approach more reliant on 
interpretation was adopted in order to ‘draw out’ (Smith, Flowers & Larkin, 2009) an 
underlying experience conveyed by the participants but not necessarily directly formulated. 
This is in line with Ricoeur’s (1970) concept of ‘hermeneutics of empathy’ which is endorsed 
by Smith (2004) and Larkin, Watts & Clifton (2006).
Credibility
The quality of the research can be evaluated using Yardley’s (2000) criteria. The 
researcher aimed to show sensitivity to context through engagement with the data and 
through sensitivity during recruitment and the interviewing process of the study. Themes 
were gained through stringent application of the IPA method and frequent returns to Smith et 
al’s writings (1995; 1996; 2003; 2009) throughout the analysis, thus showing ‘commitment 
and rigour’. Transparency and coherence were considered in the detailed description of the 
research processes as well as in the match between research question, chosen method and 
conduction of the research. Transparency was further achieved through having kept a ‘paper 
trail’ of all quotations that were interpreted and themed during analysis, which is accessible 
to reviewers. Throughout the analysis this paper trail was presented to three different 
reviewers who retraced and evaluated the process of interpretation. Impact and importance 
were adhered to by the serious nature of the research question and its relevance in clinical 
settings. Please see Appendix L for further notes on credibility in the form of reflective 
elaboration and examples regarding the following areas: the impact of the particular nature of 
the group of participants; the process of working with reviewers; the debriefing process; the 
tension of employing diagnostic labels in a phenomenological investigation and lastly 
regarding the nature of telephone interviews.
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Ethical considerations
A  favourable opinion from the University of Surrey ethics committee was sought after 
provision of a risk assessment (see Appendix G) and obtained (see Appendix H). The 
individuals invited to participate were considered vulnerable, however, the exclusion criterion 
“acute feelings of suicidality” ensured that participants had overcome suicidality and were 
better placed to reflect on this as a past experience.
Before the commencing of each interview the researcher undertook a basic 
assessment regarding suicide risk, checking for the presence of suicidal ideation, planning or 
means to attempt. Only if all three were denied did the interviewing proceed. During the 
interview the researcher employed personal judgment and counselling skills in order to 
conduct the interview in a way that is emotionally safe, responsible and beneficial to both 
participant and researcher (Coyle, 1998). This involved offering breaks or to stop the 
recording, employing of empathy, reminding the participants to make sure they were 
comfortable with their level of disclosure or to remind them that it was indeed necessary for 
the project that they proceeded at their own speed or changed their mind about what material 
they wanted to volunteer. In the case of distress the interview would have been stopped and 
the researcher would have attempted to stabilise the mood through empathie support and 
understanding. If improvement would not have been observable, the researcher would have 
asked the participant to arrange being picked up by a next of kin or to ring a familiar source 
of support (or crisis line). If none of these were possible or beneficial and acute suicidal 
ideation remained observable the researcher would have proceeded to the next step of calling 
an ambulance.
At the end of the interview the participants were also supplied with a Debrief form 
(Appendix E) that provided contact addresses for relevant support services. Participants were 
reminded to contact their GP, psychiatrists, psychologists or other supportive contacts if their 
mood deteriorated as a result of the interview.
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Results
Although most participants in this study differed in their demographical background, 
when they talked about their experiences of suicidality, some commonalities were noted. The 
main overarching theme was noted to be “The gradual loss of self in bipolar suicidality”. 
This main super-ordinate theme can be explained by three components: “Being bipolar -  
losing parts of an identity”, “Reasons for suicidality -  the gradual loss of self” and 
“Feeling suicidal -  saving the self or killing it?”. The superordinate theme and its 
components will be developed below.
The gradual loss of Self
Overall, most of the data was interpreted as describing a gradual loss of self which was 
central to the feeling of suicidality. Participants recounted their story in terms of a process of 
loss which progressively increased from losing certain elements of an identity through to the 
loss of self. The most difficult aspects of the bipolar diagnosis (BD) were identified as 
causative of those losses: the sum of the various losses to identity and of their self seemed to 
result in suicidality, a paradoxical attempt to save the self. This process will be described in 
more detail next.
1.  Being bipolar  -  losing parts o f an identity
The aspects of bipolar that participants identified as most difficult were: the 
relentlessness o f the condition's cyclic nature, hearing voices, racing thoughts and post­
episode shame. It was these symptoms which, in addition to their more general circumstances 
(such as having to take medication, being unable to work, coping with mood swings), were 
identified by the participants as having led them to consider suicide.
The cyclical and repetitive nature of the bipolar condition causes a sense of both 
physical and mental exhaustion in sufferers. Participants spoke of relentlessness and a sense 
of diminishing strength at having to bear the recurrent episodes:
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“7 think you just get into such a low place, where you just can't 
see how you are going to get back up again because you've 
already fought that lowness. When you've been low, and you 
have fought it and you have got yourself back up and then 
suddenly you have a blip again you... you can't see how you are 
going to get back. ” (D,7/147)
Already at the point of exhaustion, participants then described struggling with 
individual symptoms of their bipolar. Two aspects that were mentioned as particularly 
distressing, and therefore leading to suicide, were those of racing thoughts and hearing 
voices:
‘‘I  feel like I'm hearing voices -  my own voice in my head gets so 
loud, so distorted I  feel like I'm going mad. And it drives me 
[...] to lose rationality.
(7, 74/?78)
Amanda, who was diagnosed quite late in her life and who put a lot of effort into 
trying to find a physical remedy in alternative medicine, talked about the lack of a cure for 
bipolar disorder in contrast to a physical illness and described the situation of total impasse 
and of being forced to accommodate:
“Bipolar isn't like that, it is degrees o f awfulness really, and it 
is learning how to live with that. So it would be finding 
eventually that you couldn't live with that. “ (A,4/135)
She described life with bipolar as a never-ending awful experience from which there 
is no escape -  none other than suicide. The desperation at the constant suffering and the lack 
of respite and relief are caused by bipolar’s recurrent nature from which suicide was 
perceived as offering final peace:
“Fd think “She was lucky she had the courage to follow it 
through.” Cos it's all over! Once you’re dead it's all over.
You're at peace. You rest in peace. It's the best thing about it!”
3/707)
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Another participant, Sarah, also mentioned the devastating effects of the experience of 
post-episode shame. Especially after manic episodes, she explained, individuals may feel as 
though their manic behaviour was so far removed from their usual standards and beliefs that it 
is incommensurate with their sense of identity, leading to suicide being perceived as a 
possible way to provide an end to these feelings:
“Or just where they feel they can't live with the consequences o f 
what they've done when they've been unwell. I  mean, it's quite 
common for people to kill themselves after they've come out o f 
an episode, because they look back and the embarrassment is 
just too, too difficult to live with. '' (S, 8/274)
Together, the lack of respite, the voices, racing thoughts and feelings of shame emerged as 
forming the circumstances under which the person with bipolar struggles to maintain their 
daily routine and their state of mind. As a consequence, it became difficult to maintain some 
elements of life that formed parts of and were considered crucial to their identity. Slowly, 
their life and identity were felt to fall apart in front of their own eyes.
2. Reasons fo r  suicidality -  the gradual loss o f the self
Partly as a result of the previously described effects of BD, participants reported the 
experience of psychological losses (loss o f  control, autonomy, hope, relationships, 
humanness and self) and psychological pain.
An immense loss o f control was one distressing consequence of BD’s recurrent nature 
experienced by participants:
“And then all o f a sudden, a month or so later, it all comes 
crashing down again. And it's all hopeless. I'm a mess. [...] My 
existing career is unmanageable, [...] my life is falling apart 
and I look ahead and, you know, what life is there?'' (J,22/547)
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The episodes’ effect on career, relationships and daily activities are slowly destroying 
a life, leaving behind an unmanageable aftermath and the sense that this state is no longer 
sustainable. Julia and Sarah emphasised the lack of control, the sense of being at the whim of 
the bipolar condition that repeatedly destroys aspects of their life that they had just rebuilt.
Here, Sarah illustrated the loss of autonomy due to the condition’s effect on 
behaviour and considered bipolar as the most devastating amongst the mental health 
disorders:
“You [...] become the illness and people do lose respect for you, 
everything is all-consuming and I  think that does a lot o f 
damage. I t’s like they’ve got no power. I  think out o f all the 
illnesses, bipolar is by far the worst and I  think that shows in 
the suicide rate. ” (S, 8/306)
Sarah described the way in which people with a bipolar diagnosis suddenly find 
themselves not being taken seriously or all their behaviour attributed to either a manic or 
depressive episode. This can give rise to the feeling of having become the illness and having 
lost one’s actual identity.
In addition, a loss o f  hope due to BD’s ecurrent nature was present in all 
interviews:
“The more relapses people have, the more their hope goes, and 
I  think when the hope goes completely ... then... if  you’ve got no 
hope at all -  is there anything to live for? I f  all you can see is all 
these relapses then is there a life worth living? I ’m not sure 
there is really... ” (S,10/351)
Here, suicide was perceived as an end to suffering, a conclusion to a life that had 
now been recognised and understood, that had finally been accepted as pervaded by the 
condition.
The loss o f relationships was also considered a terribly painful consequence of the 
bipolar condition:
“I ’ve given up on relationships, I  couldn't hold a relationship 
together any more, comments from the last two relationships
119
were that I ’m a différent person from whom they met, yeah, 
funny that, because I  always go out on a high and then meet 
people and then I come down and I am a different person. ”(J, 
22/557-567)
BD was described as a very isolating condition due to people not wanting to share 
their difficulties as they felt their friends would not understand, because the episodes 
themselves caused the urge to withdraw and because they did not want to burden their friends 
and family with their despair.
The urge to withdraw was described as on occasion so profound that it could take the 
form of complete emotional deprivation:
“Nothing is going in -  it gets so bad -  your only option seems 
to take your own life! You are devoid -  you are cut off from  
reality, cut off from life. (I: Cut off from life around you and 
from life within you, the part that wants to live!)” (J, 2/54)
Julia, carrying with her a great sense of loneliness having lost relationships, 
friendships and her career, described herself as devoid of life and as separated both from her- 
self and others which seemed to create an unbearable emptiness, an intolerable state of being, 
leaving suicide as the only option.
In sum, these losses were considered to have resulted in such a great lack of familiar 
behaviour, thoughts and emotions that participants spoke of a loss o f identity and sense o f  
self:
“I think your whole identity changes, yourself, [ . . .] -  your sense 
o f self changes, who I am. ” (M, 2/32)
This loss of identity and sense of self was so profound and far reaching that its 
manifestations resembled a loss of humanness:
“It feels like a living death, you know, like most other things that 
make up human life are...have died off. But something is
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keeping the body alive sort o f thing. [...] all feeling has died off, 
it is empty, so you will feel no pain, [...], but there is still 
something, [...] that... some feeling [...] that makes the 
experience painful and difficult to bear. ” (M, 5/111)
Michael spoke for. several participants when he described this sense of unbearable 
psychological pain he experienced due to the emotional deprivation and the resulting sense 
of complete isolation:
“And the sense o f pain I  think comes from some sort o f longing 
-  although there is the sort o f emptiness and sort o f lack o f 
feeling, somewhere deep down there is still a sort o f -  er, er the 
pain comes from the longing to be able to feel! And to be able 
to participate and to be able to - you know, and that's the only 
sort o f main feeling that comes up from time to time. That is the 
pain! In a sense that it is painful to be cut off, erm, from the life 
that other people are leading and painful to be cut off from  
feeling, even from your own children, from your own family or 
your friends. “ (M, 4/88-96)
This seems to describe a painful vacuum, a psychological pain caused by a sense of 
separation from both the familiar self as well as from others. He referred to an unbearably 
painful tension between the human need to feel connected and the void that he experienced 
instead due to the various losses, culminating in the loss of himself.
By attempting suicide, Michael explained, he was aiming to end his lifeless state, not 
his life which he felt he had lost already. The emotional deprivation that all participants 
reported suffering, led to the sense that they already were in a lifeless state which had no 
resemblance to their life in psychological health. At this point, suicide may be considered an 
attempt to align the physical state with the psychological state. The state of mind is already 
one of death, of emptiness and barrenness, and suicide in this situation may be likened to an 
act of completion or conclusion, an attempt to finally achieve an equilibrium in the battle of 
suicidality.
The magnitude of the sum of these grave psychological losses and psychological pain 
gave rise to the sense of a gradual loss of not only aspects of social or psychological life, but
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of all that which made the person who they were -  their self. The combination of all these 
losses created a state described as so unbearable that in order to protect themselves -  their 
selves -  from experiencing this suffering the only solution seemed to be suicide, thereby 
putting an end to their experience and, paradoxically to the very self they aimed to rescue.
3. The paradox o f  feeling suicidal -  saving the self or killing it?
Present in all accounts of the experience of the suicidal feeling were descriptions of a 
felt sense of a conflicted engagement with the suicidal feeling further illustrating the 
individual’s paradoxical situation of feeling the need to kill themselves in order to save 
themselves.
Engaging with suicidality
The experience of suicidality as a conflict, an encounter of opposing forces, was 
noticeable in participants’ accounts of their ways of engaging with this emotion. There was a 
sense that in their body, the suicidal individual felt pulled toward, yet repelled, crushed and 
held in suspension through certain aspects of suicidality. The way that this struggle was 
presented gave rise to a sense of embodiment, of the individual’s engaging and dealing with 
the feeling in an experiential way -  palpable, though without necessarily leading to a 
simultaneous physical sensation. The competing states were identified as (1) feeling 
consumed, (2) suspended in not knowing, (3) feeling crushed between suicidal urge and 
survival instinct, (4) feeling hindered, (5) feeling tempted and (6) suicide as ego-dystonic 
urge. Together, these emotions seemed to create an exhausting state caused by the sense of 
being in the grip of conflicting forces, tearing at the suicidal person in different directions: (1) 
feeling defeated (2) suspended in a void, (3) crushed in a collision, (4) feeling hindered, (5) 
feeling tempted and (6) feeling threatened respectively.
(1) Feeling consumed
All participants described suicidality as an all-consuming powerful emotion that was 
overwhelming and became a state of being.
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“It creeps up on you. [...] it builds and it builds and the worse 
you get the more it builds up...It becomes the overall situation 
[...]...it makes you helpless [...], you try to fight it o ff to start 
with and then you lose. I f  s like losing the will to live. Because 
usually by then you are in such a deep -  like -  abyss that you 
are not in control at all, you are not functioning. ” (J, 1/3-8)
Jen’s description almost purveys an image of suicidality as an entity, separate from 
her and with the ability to assimilate her and take hold of her person and her life, leaving her 
without control. It seems to consume her, giving the impression of a person disappearing 
inside the suicidal feeling, being swallowed by it.
(2) Feeling suspended in not knowing
Participants seemed to experience the process of decision making of whether to take 
their own lives or not as paradoxical. Due to the irreversibility of the act and the absence of 
consciousness at the point of death there is no way of testing whether being dead really is 
what the suicidal person wants:
“You [could] get to the point o f dying and then really you 
[could] realise it's not the right thing. That is what really 
frightened me. That would be the worst thing, wouldn't it?
There couldn't be anything worse... ” (J, 9/226-10/244)
This situation seemed to leave Julia “suspended” in a difficult place of not knowing, 
having to accept that there was no way of finding out, of alleviating the pain of her suicidality 
and of the frightening prospect of changing her mind. This posed the “ultimate dilemma” for 
participants -  being “stuck in life”, unable to find out whether they really wanted to die and, 
succumbing partly to the survival instinct, having to trust that being alive is the right thing.
“I'm really frightened o f starting the process and then changing 
my mind. That is very frightening. [...] I  don't think, I  don't 
think I  would have [that] experience. But you just don't know.
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For most participants, surviving an attempt answered this question for the future, in 
that most were glad to have survived it, if only for the duration of the suicidal-free episode. 
Others, however, were devastated in the anticipation of having to experience the pain and 
having to go through the agonising process of decision making again.
(3) Feeling crushed between suicidal urge and survival instinct
Several participants were able to assign part of the experience of being suspended in 
life to a battle between survival instinct and suicidal wish. Both of these were described as 
incredibly strong urges and instincts, tearing at the individual and creating a sense of 
frustration and helplessness.
“So I  was trapped in that awful place o f desperately wanting to 
be dead but being frightened o f killing myself ” (J, 6/131}
The same participant went on to describe the paradoxical situation of being able to 
ring the crisis line during an attempt to ask for help yet finding herself unable to ring the 
ambulance. She described her terror at the crisis team member’s suggestion to end the 
current phone call and to speak again in the morning and her simultaneous refusal to ring an 
ambulance:
“Oh God, no! [Don’t hang up on me!] [...]
I  don't want to call an ambulance, no. I'm not going to call an 
ambulance! ...so  they hung up on me and they called an 
ambulance.” (J, 6/I33-I4I)
This excerpt illustrates well the contradicting emotions as well as a sense of being at 
the mercy of another agent, here the crisis line. Julia is expressing the co-occurrence of the 
fear of dying and her simultaneous wish to die. The juxtaposition of “I don’t want to call an 
ambulance” followed immediately by “so they called an ambulance” illustrates a sense of 
“being done to” and of not feeling listened to.
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“There have been times when I've been really trying hard to kill 
myself or taking overdoses that could have killed me. And then 
had feelings o f real euphoria for the next few days and I  would 
have thought “Thank God I  didn't kill myself!” Just thinking my 
life is - 1  haven’t thought my life was great, because my life isn't 
great, but I've been euphoric, y ’ know... ” (J, 10/248-253)
(4) Feeling repulsed
Intense fear was identified as a frequent emotion related to both the sense of alienation 
from the self as well as the process of taking one’s life causing a sense of being hindered or 
kept from attempting suicide:
“It's really frightening feeling like that. To find that, it is, there 
is a difference between wanting to be dead and wanting to kill 
yourself. Really, really frightening.” (J, 7/178-180}
Almost all participants described the intense fear of both the act of killing and the 
process of dying. This was fuelled by stories they had been told by professionals, by friends 
who had survived an attempt or that they themselves had stumbled upon on the internet. For 
one client this fear went as far as wishing to be murdered:
“I  was stumbling through the woods...wishing somebody would 
kill me, because I  knew then that I  couldn't do it myself and if  
somebody else could do it fo r me it would make it so much 
easier.” (D, 5 /II2-II5)
All participants mentioned protective factors, feelings of guilt and responsibility 
towards their families as factors that kept them from committing the act:
“I  mean. I ’ve got three boys and that is my thing where I  would 
not act on it because I  couldn ’t do that to them. ” (S, 3/105)
(5) Feeling tempted
On the other hand participants described feeling inextricably drawn to the idea of suicide:
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“[...] when I'm in that state... [...] I  can't, I  just can't, can't look 
at this stuff [meds], it's Just begging to be taken...
So I  took it. ” (J, 6/153-155)
Here, Julia described a scenario in which she seems to be losing control over the 
suicidal impulse, giving in to the temptation and the power the suicidal feeling has over her. 
Interestingly, she assigns an agency to the medication (“It is begging to be taken”), possibly 
indicating her sense of being lured, tempted by something other.
Related to this, most participants described an element of inadvertency, a loss o f  
control in the way that the suicidal feeling quietly entered their life and exerted power over 
them:
“When you do it, you are not conscious o f the thought o f doing 
it. Like, I  will take all my medication, but I  don't physically have 
the thought ‘Take all your medication!'. You just do it. It just 
happens. It's like a condition. You just take it without thinking 
about it. '' (J, l/IO)
This quote again illustrates that often the suicidal emotion is perceived as ego- 
dystonic, a threat to the self, leading to actions that ‘happen' to the suicidal individual rather 
than being consciously initiated and in line with their beliefs.
How suicidality competed with other feelings resulted in the sense of a desperate 
fight, a physically and mentally exhausting battle of being alive:
“There's a battle going on in my head, it's screaming, and 
I've got my own voices [...] screaming in my head in every 
direction, going I  want to be dead, I  can't bear this life any 
more,[...J I  want it to stop! I've also got a voice going: [...]
I've got a need to stay alive. “ (J, 17/420-426)
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Very interesting was also that with hindsight, almost all participants understood their 
suicidality as a cry fo r  help. Importantly, this was portrayed as a genuine and legitimate 
action, undeserving of the dismissive note it is usually given:
“And people use the expression o f ‘just a cry for help ’ as a 
derogatory term-well, yes it is a cry for help!! Why use it as a 
derogatory term? [...] Why ju st a cry for help? [...] [We] ring 
up the crisis line and say [...] ‘I  am going to kill myself and 
[we] get turned away because they think it's a threat. But these 
people aren't making a threat. They're saying I  need help. ” (J,
These quotes illustrate the paradox that lies within the suicidal emotion -  the 
individual experiences simultaneously the intense urge to kill themselves as well as the 
desperate need to stay alive; he experiences the hope to save the self from unbearable pain by 
killing it. It is this paradox without solution in addition to the intolerable isolation and the 
psychic pain that creates the conflict of suicidality, the battle the individuals fights on a very 
basic, emotional and visceral level.
Discussion
This study’s aim was to explore the experience of being bipolar and feeling suicidal. 
The findings illustrate a process of a gradual loss of self as a contributing factor to suicidality. 
The effects of bipolar (BD) on personal life were described as resulting in various 
psychological losses, culminating in the loss of identity and self. The act of suicide was 
experienced as a paradoxical act serving both as solution and completion.
The participants identified the relentless nature of bipolar, racing thoughts, hearing
voices and post-episode shame as the most distressing symptoms, the effects of which
resulted in a gradual erosion of their identity. These symptoms each in their own way led to
the experiences of physical and mental exhaustion, desperation and difficulty in maintaining
aspects of their lives that were crucial to their identity, such as their mental state, typical
behaviour and values. These changes were found to lead to the losses of control, autonomy,
hope, relationships and their humanness which ultimately led to a sense of having lost not
only those very aspects of their life, but of losing the core of their being, their sense of self.
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The participants also described reaching a state of lifelessness which resembled more a 
physical existence rather than life so that suicide appeared to be not only a solution of ending 
the unbearable pain of the described losses but also an act of completion in which their 
physical state was aligned with the psychological state. Suicide offered an end to excruciating 
psychic pain and insufferable isolation. However, the participants also described the 
tormenting battle which the suicidal feeling entailed: the suicidal urge was experienced as 
ego-dystonic, i.e. as a threat to themselves. Hence, the experience of the suicidal feeling 
constituted a constant fight between the suicidal urge and the survival instinct overlaid with 
conflicting feelings of yearning and repulsion towards it. This resulted in the paradoxical and 
distressing experience of wanting to kill what they aimed to rescue from the pain -  
themselves.
Whilst the narratives of these participants correspond to various themes that have 
already been established in the literature on both the effects of BD and of general 
suicidology, this study constitutes an original investigation of the interplay between bipolar 
disorder and the experience of suicide. In addition, this study identifies the participants’ 
emphasis on the gradual erosion of the self and formulates suicide as a paradoxical act of 
rescue and completion.
The roles of psychological losses, psychic pain and isolation have long been 
recognised in suicidology as well as the function of suicide as a solution and an end to an 
unbearable experience. The narratives encountered in this study revealed that individuals 
perceived the sum of various psychological losses through BD (such as hope, control, 
autonomy) resulting in a gradual loss of self as reasons for their suicidality. A qualitative 
study of the psychosocial effects of BD described that participants were experiencing 
instability, chaos and a lack of control as leading to a sense of loss (Lim, Nathan, O’Brien- 
Malone & Williams, 2004). In his writings on therapeutic approaches to suicidality, Michel et 
al. (2002) recommend the reformulation of the suicidal person’s narrative in terms of losses. 
The reported link between loss of self and the wish to die brings to mind Viktor Frankl’s 
(2004) work on the role of hope for the individual’s ability to uphold his inner “spiritual 
self’, necessary to enable the person to stay alive. The loss of hope, he argues, results in loss 
of self and consequently death. Similarly, Webb (2010; n.d.), disputing that suicidality be 
pathological and merely due to major depression, conceptualises suicidality as a crisis of self, 
“a noble struggle of the self, with the self’ (p. 42). Similarly to Frankl, he argues that a form
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of individual spirituality, through providing meaning, has the potential to pave the way out of 
the crisis.
Several studies have explored the loss of self and identity both in BD and mental 
health generally. Promoting a developmental understanding of BD, Inder et al. (2008) 
highlight the effect that early-onset BD may have on the psychosocial development of 
identity in adolescent and early adult years. Whilst the participants in the present project also 
spoke about an impaired sense of identity and self, their commentaries also implied a gradual 
erosion as a result of bipolar symptoms and subsequent losses, rather than a sense that their 
sense of self had always been lacking. However, it is possible that underlying the reported, 
i.e. conscious sense of sdif-loss lies unnoticed a poorly developed sense of self, exacerbating 
even further the effects of BD on identity and the self. The loss of identity or former self has 
been identified as a distressing consequence of mental health difficulties (see Baker, Procter 
& Gibbons, 2009 for an overview), is often described as the result of suffering and stigma 
and is increasingly recognised as critical in recovery and management of the illness (Wisdom 
et al., 2008; Russner, Carlstrom, Brunt & Nystrom, 2009).
The participants described the experience of unbearable pain resulting from both the 
sum of all painful losses as well as from a sense of separation from their self. This is in line 
with Shneidman’s proposition (1996) that all suicide is caused by psychological pain 
(“psychache”), resulting from thwarted psychological needs. In a qualitative study exploring 
mental pain, Orbach (2000 cited by Orbach, 2001) finds that psychological pain is perceived 
as extreme negative changes to the familiar nature and function of the self. In addition, he 
speaks of experiential aspects such as emotional flooding, freezing and loss of control as well 
as action tendencies such as withdrawal and yearning. These may be related to the conflicting 
ways of embodied engagement with the suicidal emotion described in this study. 
Furthermore, the sense of conflict and contradicting experiential aspects might be recognised 
in Shneidman’s “Ten Commonalities of Suicide” (1996) in which he identifies, amongst 
others, the conflicting experiences of a cognitive state of ambivalence, a perceptual state of 
constriction and an action intent of escape. This sense of irreconcilability was present in 
several of the findings here, such as the ‘ultimate dilemma’ of being unable to find out 
whether they really wanted to die and, succumbing partly to the survival instinct, having to 
trust that being alive was the right thing. Further examples of this polarity were being alive 
yet having no life worth living; being afraid of death yet finding life not to be an option and,
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of course, the opposing experiences of mania and depression with the deep isolation in 
depression and yet increased need to relate and communicate so characteristic of BD. Leader 
(2013) speaks of this increased need to communicate, which so many participants related to. 
It is interesting to note this unfortunate combination of deep isolation in depression and an 
increased need to relate, a permutation that may certainly cause particular pain for the 
individual with BD. Indeed, the above mentioned examples paint a picture of a great paradox 
of life with BD. The individual is in a state of impasse or stasis, undoubtedly an incredibly 
painful experience which characterises both the effects of the conditions as well as the nature 
of suicidality as presented by the individuals in this study.
Whilst participants seemed to experience their suicidality as originating within 
themselves, it was also perceived as ego-dystonic. Suicide literature understandably 
emphasises the need for consideration of the client’s reasoning and for achieving genuine 
understanding of his wish to die (Orbach, 2001; Jobes, 2009). However, the participants in 
this study seemed to experience their suicidality as intensely frightening and partly 
inconsistent with their self-view. Suicide is not committed lightly -  individuals reported 
contemplating, agonising and struggling with the forces of life and death. Following from 
their qualitative study Vatne & Naden (2012) discuss individuals’ ambivalent feelings and 
their struggle between the irreconcilable desires for relief versus the desire for a better life. In 
a similar vein, Fairbairn (1995) highlights the conflict of interests in suicide, between 
attempting to alter a life situation and ending life.
Lastly, bipolar suicide was described by some participants as an act of completion in 
which the suicidal person aligns their physical state with the mental and psychological state 
of feeling already dead. In this way, suicide was considered to be an act of completion, in 
which the suicidal person finally hoped to achieve a solution to the painful state of impasse 
caused by the conflicting sensations of feeling suicidal.
Applications
The importance of empathy in the therapeutic relationship and hence for therapeutic 
success is commonly accepted (Rogers, 1957; Meams & Cooper, 2005; Ackerman & 
Hilsenroth, 2003) as well as particularly emphasised regarding the treatment of suicidal states
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(Orbach, 2001; Jobes, 2009; Michel et al., 2002; Konrad et al., 2004). There is a therapeutic 
need for a shared understanding of the suicidal person’s difficulties as well as for safe and 
profound reflection on existential issues for those living with BD (Rusner, Carlsson, Brunt & 
Nystrom, 2009). It is also emphasised that careful exploration of the client’s life values and 
realities in a therapeutic relationship may reduce emotional pain and suicidality (Motto, 
1980). However, all too often suicide is still only understood as one of the symptoms of BD, 
serving simply as an indicator for the necessity of drug regime adjustment or even 
hospitalisation. Explorations of the phenomenology of suicide highlight the individual 
meaning inherent in each suicidal story and may contribute to an improved approach to 
assessment and treatment of suicidal states.
Limitations
Due to the qualitative nature of this study of course the findings cannot be directly 
generalised to everyone living with BD and feeling suicidal. However, given the consistency 
of the present findings with the existing literature on suicide they appear rather representative 
and some theoretical generalisation seems appropriate (Smith & Osborne, 2003). However, 
the interpretative nature of the method employed means that the findings were partly 
constructed by the researcher and might have been interpreted differently by a different 
research team.
Clinically, it needs to be borne in mind that a debate exists around the differentiation 
between the two diagnoses of bipolar disorder and borderline personality disorder (see 
Bassett, 2012 for review). Whilst it can be difficult to achieve diagnostic clarity, it is also 
worth noting that a certain school of thought in research literature contends that borderline 
personality disorder is not a separate diagnosis but, in fact, a subset of bipolar disorder. It 
follows from this that certainty cannot be assumed with regard to the participants’ diagnosis 
and hence the homogeneity of the sample. Whilst this reduces the exclusive applicability of 
the presented results to the diagnostic category of bipolar disorder, the existing diagnostic 
ambiguity forms part of the phenomenology of the sample of this study.
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Conclusion
The current study investigated suicidality specifically within the context of bipolar 
disorder. To the author’s knowledge this was the first investigation of this particular aspect of 
this population’s lived experience, offering an original look at the interplay between the 
effects of BD and the experience of suicidality. The experience of bipolar specific symptoms 
was perceived as leading to feelings of suicidality, the experience of which was characterised 
by a sense of stasis, completion and that of suicide as a paradoxical solution. Consent with 
general suicide literature may suggest that feeling suicidal is one of many forms of human 
suffering, independent of medical diagnosis.
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Personal reflection
The story.
On the 7* December 2008, my friend Michelle took her own life.
She had spent the summer months in India and all her friends had been impatiently waiting for her to 
come back. Which she did, but hardly anyone ever got to see her again. She committed suicide at her 
parents’ house soon after her return. Her father found her.
Attending her funeral I was surprised to hear that she had been diagnosed with bipolar disorder earlier 
that year and especially surprised by her parents’ conviction that her suicide was nothing but a 
symptom of this neurological condition she had been diagnosed with. I hadn’t known her for very 
long (writing that seems like an excuse to me), yet even I was aware that she had been experiencing 
difficulties in her family life, and I had always sensed a certain darkness around her, a sense of pain 
that she would never talk about though. One of her best friends, who had a bipolar diagnosis himself, 
had been managing the condition well for many years, yet he had not known of her difficulties either.
The funeral left me with many feelings -  anger, confusion, sadness, guilt and embarrassment. I felt a 
huge sense of guilt for not having picked up what was going on for her, for not having been in contact 
more and offered any kind of help. I also felt guilty towards her parents for my sense that they had got 
it wrong. That they had missed something and that under no circumstances it could have been simply 
a case of neurological imbalance that had caused this, as they had explained to their friends and 
family during the eulogy.
I believe that this project is my attempt to find some answers to those questions I never got to ask 
Michelle. I wish so much I had had the opportunity to talk to her, to listen and to understand. And the 
more I read and learn about this subject, the further I progress in my training on this course, the worse 
it gets. All those hours I spend empathising with suicidal people, or anybody in need, I realise I never 
gave her just one.
This project has not given me any answers from Michelle. It has not told me, why she did it, what it 
was that she in particular found so unbearable and why she chose to do it the way she did. The results 
are indeed not generalizable...
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The work.
Conducting this research has been an emotional, pleasurable and stressful enterprise. I was 
discouraged from undertaking this study from many sides out of a concern that I would not be able to 
recruit sufficient participants for this painful topic. I was determined to try it and I am so glad I 
persevered. It is my passionate belief that we must engage with suicide and not shy away from it in 
the belief that we are sparing the person from painful questions and reminders. The only person we 
spare in doing so is ourselves. I believe that engaging with suicide is a frightening and unsettling 
prospect for many of us because it touches on our own suicidal tendencies, however tenuous those 
might be. It brings us into contact with our existential freedom and lets us realise that we are choosing 
to be alive.
However much we try to retain the richness and complexity in qualitative research, the process of 
finding themes invariably involves the reduction of data. I have found this process particularly 
difficult in view of the heavyweight nature of this topic. Alvarez (2002) talks about the decision to 
take one’s life being as complex as life itself. How could I presume to reduce these lives, these stories 
of ends of lives, to categories and themes?
And it has affected me, during the weeks of analysis I have felt low and downcast, not realising for a 
long time that it might be due to the work I was doing. The process of analysis requires empathy and a 
lot of very close engagement with and absorption of the data in order to comprehend the essence of 
what is being expressed. Empathising with suicidal states resulting from broken lives and lost 
identities has not left me unaffected. And whilst conducting part of the analysis with paperwork 
spread out across the floor of my husband’s hospital room (he was undergoing chemotherapy at the 
time) added to the sense of gravity, it seemed strangely appropriate, somehow reducing the boundary 
between researcher and researched as I was immersed in life-threatening affairs, both cognitively and 
physically.
Throughout the write-up of this project I have been uncomfortable with its focus on a distinct 
diagnostic category and the implied approval of the medical model. Whilst I appreciate the reality of 
bipolar characteristic symptoms for these clients, I very much adhere to the understanding that these 
are an individual expression of human distress. In the course of the project, this became an 
opportunity to explore my sense of unease and uncertainty around diagnosis and pathology. How did 
others perceive this, in particular the persons concerned? As ever, it transpired that this depended 
entirely on the individual’s outlook on life, his beliefs around spirituality, agency and power in life. 
Maybe, as Kvale (1992) writes, theories and concepts are nothing but metaphors, descriptions to aid 
communication and to facilitate understanding.
134
References
Ackerman, SJ. & Hilsenroth, M J. (2003). A review of therapist characteristics and
techniques positively affecting the therapeutic alliance. Clinical Psychology Review, 
2^(1), 1-33.
Alvarez, A. (2002). The Savage God. London: Bloomsbury Publishing.
Baker, A.E.Z., Procter, N. & Gibbons, T. (2009). Dimensions of Loss from Mental Illness. 
Journal o f Sociology and Social Welfare, 36{A), 25-52.
Baldessarini, R.J., Pompili, M., & Tondo, L. (2006). Suicide in Bipolar Disorder: Risks and 
Management. CNS Spectrum, 11(6), 465-471.
Bassett, D. (2012). Borderline personality disorder and bipolar affective disorder. Spectra or 
spectre? A review. Australian and New Zealand Journal o f Psychiatry, 46(A), 327- 
333.
Benazzi, F. (2007a). Bipolar II Disorder. Epidemiology, Diagnosis and Management.
Therapy in Practice, CNS Drugs, 21(9), 727-740.
Chen, Y.W., & Dilsaver, S.C. (1996). Lifetime rates of suicide attempts among subjects with 
bipolar and unipolar disorders relative to subjects with other Axis I disorders. 
Biological Psychiatry, 39, 896-899.
Coyle, A. (1998). Qualitative research in Counselling Psychology. Using the counselling 
interview as a research instrument. In P. Clarkson (Ed.), Counselling psychology: 
integrating theory, research, and supervised practice. London: Routledge.
Eriksson, E. H. (1959). Identity and the Life Cycle. New York: International Universities 
Press.
Fairbairn, G.J. (1995). Contemplating suicide. The language and ethics o f self-harm. London: 
Routledge.
Frankl, V. (1959). Man’s Search for Meaning. London: Rider.
Gergen, K.J. & Gergen, M.M. (1998). Narrative and the self as relationship. In L. Berkowitz 
(Ed.), Advances in Experimental Social Psychology, Vol. 21. New York, NY: 
Academic Press.
Glaser, B.G. & Strauss, A. (1967). Discovery o f Grounded Theory: Strategies for Qualitative 
Research. Mill Valley, CA: Sociology Press.
Hjelmeland, H. & Knizek, B.L. (2010). Why we need qualitative research in suicidology. 
Suicide and Life-Threatening Behaviour, 40(\), 74-80.
Inder, M.L., Crowe, M.T., Moor, S., Luty, S.E., Carter, J.D., & Joyce, P.R. (2008). “I 
Actually Don’t Know Who I Am”: The Impact of Bipolar Disorder on the
135
Development of Self. Psychiatry, 77(2), 123-133.
Jobes, D. (2000). Collaborating to prevent suicide: A clinical-research perspective. Suicide 
and Life-Threatening Behaviour, 30(1), 8^17.
Jobes, D. (2009). The CAMS Approach to Suicide Risk: Philosophy and Clinical Procedures. 
Suicidologi, 74(1), 3-7.
Konrad, M., Jobes, D.A., Leenaars, A.A., Maltsberger, J.T., Dey, P., Valach, L., & Young, R. 
(n.d.). Meeting the Suicidal Person: Problems in clinical practice. Retrieved 
November 07*, 2013 from www.aeschiconference.unibe.ch
Kvale, S. (1992). Psychology and Postmodernism. Inquiries in Social Construction Series. 
London: SAGE Publications UK Ltd.
Larkin, M, Watts, S., & Clifton, E. (2006). Giving voice and making sense in Interpretative 
Phenomenological Analysis. Qualitative Research in Psychology, 3, 102-120.
Leader, D. (2013). Strictly Bipolar. London: Penguin Books.
Leahy, R.L. (2007). Bipolar Disorders: Causes, Contexts and Treatments. Journal o f 
Clinical Psychology: In Session, 63(5), 417-424.
Lim, L., Nathan, P., O'Brien-Malone, A., & Williams, S. (2004). A qualitative approach to 
identifying psychosocial issues faced by bipolar patients. Journal o f Nervous and 
Mental Disease, 792(12), 810-817.
Malden, A.K. (2009). A question o f life and death. An existential-phenomenological review o f 
the literature on bipolar disorder and suicide. University of Surrey, Guildford.
Maltsberger, J.G. & Goldblatt, M. (1996). Essential Papers on Suicide. New York, NY: New 
York University Press.
Meams, D., & Cooper, M. (2005). Working at Relational Depth. London: SAGE Publications 
Ltd.
Michel, K., Maltsberger, J.T., Jobes, D.A., Leenaars, A.A., Orbach, I., Stadler, K., Dey, P., 
Young, R.A., & Valach, L. (2002). Discovering the Truth in Attempted Suicide. 
American Journal o f Psychotherapy, 56(3), 424-436.
Motto, J.A. (1980). The right to suicide: A psychiatrist’s view. In M.P. Battin, &
D.J. Mayo (Eds.), Suicide: The Philosophical Issues (pp. 212-220).
New York, NY: St. Martin’s Press.
Murray, H. A. (1938). Explorations in Personality. N tw  York: Oxford University Press.
Mueller-Oerlinghausen, B., Berghoefer, A., & Bauer, M. (2002). Bipolar disorder. The 
Lancet, 359, 24-247.
136
Orbach, L (2001). Therapeutic Empathy with the Suicidal Wish. American Journal o f 
Psychotherapy, 55(2), 166-184.
Potter, J. & Wetherell, M. (2002). Discoverung the Truth in Attempted Suicide.
RiCoeur, P. (1970). Freud and Philosophy: An Essay on Interpretation. New Haven: Yale 
Universtiy Press.
Rogers, C. (1957). The Necessary and Sufficient Conditions of Therapeutic Personality 
Change. Journal o f Consulting Psychology,!I, 95-103.
Rusner, M., Carlsson, G., Brunt, D., & Nystrom, M. (2009). Extra dimensions in all aspects 
of life -  the meaning of life with bipolar disorder. International Journal o f Qualitative 
Studies on Health and Well-being, 4, 159-169.
Samuelsson, M., Wiklander, M., Asberg, M., & Saveman, B.-I. (2000). Psychiatric care as 
seen by the attempted suicide patient. Journal o f Advanced Nursing, 32, (3), 635- 
643.
Shneidman, E.S. (1993). Suicide as psychache: a clinical approach to self-destructive 
behaviour. Maryland: Rowman & Littlefield, Inc.
Shneidman, E.S. (1996). The Suicidal Mind. Oxford: Oxford University Press.
Shneidman, E. (2001). Comprehending Suicide: Landmarks in 20th-Century Suicidology. 
Washington, DC: American Psychological Asociation.
Smith, J.A. (1996). Beyond the divide between cognition and discourse: using interpretative 
phenomenological analysis in health psychology. Psychology and Health, 77, 261- 
271.
Smith, J. (2003). Qualitative Psychology. A Practical Guide to Research 
Methods. London: SAGE Publications Ltd.
Smith, J.A. (2004). Reflecting on the development of interpretative phenomenological 
analysis and its contribution to qualitative research in psychology. Qualitative 
Research in Psychology, 7, 39-54.
Smith, J., Harre, R., & van Langenhove, L. (1995). Rethinking methods in Psychology. 
London: SAGE Publications Ltd.
Smith, J.A., & Osborne, M. (2003). Interpretative phenomenological analysis. In J.A.
Smith (Ed.), Qualitative psychology: A practical guide to research methods (pp. 51- 
80). London: Sage.
Smith, J.A., Flowers, P., & Larkin, M. (2009). Interpretative phenomenological analysis. 
Theory, Method and Research. London: SAGE Publications Ltd.
137
Tondo, L., Isaacson, G., & Baldessarini, R.J. (2003). Suicidai behaviour in bipolar disorder: 
risk and prevention. CNS Drugs, 77,491-511.
Valtonen, H.M., Suominen, K., Haukka, J., Mantere, O., Leppamaki, S., Arvilommi, P., & 
Isometsa, E.T. (2008). Differences in incidence of suicide attempts during phases of 
bipolar I and II disorders. Bipolar Disorders, 10, 588-596.
Vatne, M., & Naden, D. (2012). Finally, it became too much -  experiences and reflections in 
the aftermath of attempted suicide. Scandinavian Journal o f Caring Sciences, 26, 304- 
312.
Webb, D. (n.d.). A phenomenology o f suicidality. Retrieved January 15, 2013, from 
http://thinkingaboutsuicide.org/phenomenology-of-suicidality/
Webb, D. (2010). Thinking about suicide. Contemplating and comprehending the urge to die. 
Ross-on-Wye: PCCS Books Ltd.
Wiklander, M., Samuelsson, M., Jokinen, J., Nilsonne, A., Wilczek, A., Rylander, G., &
Asberg, M. (2012). Shame-proneness in attempted suicide. BMC Psychiatry, 72(50), 
1-9.
Wisdom, J.P., Bruce, K. Saedi, G.A., Weis, T. Green, C.A. (2008). ‘Stealing me from
myself : identity and recovery in personal accounts of mental illness. Australian and 
New Zealand Journal o f Psychiatry, 42, 489-495.
Yardley, L. (2000). Dilemmas in qualitative health research. Psychology and Health, 75, 215- 
228.
138
Appendices
Appendix A -  Project summary 
Appendix B -  Information sheet 
Appendix C -  Consent Form 
Appendix D -  Interview Schedule 
Appendix E -  Debriefing sheet 
Appendix F -  Recruitment Poster 
Appendix G -  Risk assessment 
Appendix H -  Ethics panel decision
Appendix I -  Request for permission to visit self-help groups for recruitment purpose 
Appendix J -  Contributors’ notes 
Appendix K -  Sample transcript 
Appendix L -  Further Notes on Credibility
139
Appendix A -  Project summary
Project summary
Mental disorders have a strong association with suicide (Cavanagh, J. T. O., Carson, 
A. J., Sharpe, M., & Lawrie, S. M., 2003). Certain diagnoses are considered to present the 
greatest risk of suicide (e.g. major depressive disorder [MDD], bipolar disorder, anorexia 
nervosa [AN], schizophrenia, and borderline personality disorder [BPD]) (Joiner, T.E., Jr.; 
van Orden, K.A.; Witte, T.K.; Rudd, M.D., 2009) and it is common that individuals suffered 
from an axis I psychiatric disorder at the time of their suicide (Conner, Duberstein, Con well, 
Seidlitz, & Caine, 2001).
Consequently, research focuses on identifying the predictors and precursors of suicide 
attempts, with the aim to facilitate prevention of future attempts through advanced 
recognition of general risk and acute crises. However, the mere diagnosis and prediction of 
suicide risk factors fails to appreciate the individual’s emotional and psychological reality. 
The view that suicide is merely a symptom of mental illness results in a lack of meaning and 
subsequent impersonalised treatment.
Recognising the complexity and uniqueness of human nature, the objective of this 
study is to focus on the experience of suicidality as perceived by the individual, with the aim 
to contribute to the literature on suicide.
To achieve this, the researcher will aim to interview between 4-6 individuals who 
have been diagnosed with a mental disorder and have felt suicidal in the past. In order to keep 
risk to a minimum, acute suicidal ideation and acute depressive or manic episode will form 
exclusion criteria. The study will be qualitative in nature, so as to focus on the individual’s 
experience. To this end, the interview will be semi-structured, in that six broad questions will 
be put to the interviewees, encouraging them to recount their experience as freely as possible 
and to a level of depth comfortable for them. The interviews will be recorded, transcribed 
and analysed for the occurrence of themes, according to the method of interpretative 
phenomenological analysis. The interviews will take place in public buildings, preferably on 
University of Surrey premises, and will last for approximately half an hour. It is currently
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projected that the interviews and analysis will take place throughout the remainder of this 
year, 2012.
Participants will have been recruited via word of mouth and posters. They will be 
given an information sheet, a debrief form and will have signed an informed consent form 
(see appendices).
The results of the analysis will be summarised and presented in a narrative of themes 
and their implications will be discussed.
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Appendix B -  Information sheet
f  UNIVERSITY OF University of Surrey 
D ep a r tm en t  of 
Psychology 
AD Building 
Guildford GU2 7XH 
Tel. 01483  686 931 
Contact:
Andrea M alden 
e-mail:
A .M alden@ surrey.a
Information Sheet
You are being invited to  take part in som e research. Before you decide, it is 
importan t  for you to  unders tand why th e  research is being done  and w h a t  it will 
involve. Please take t ime to  read th e  following information carefully and discuss 
it with others  if you wish. Contact me if th e re  is anything th a t  is not  clear or if 
you would like more  information. Take t ime to  decide w h e th e r  or  not  you wish 
to  take part. Thank you for reading this.
Whot is the purpose o f the study? The goal of the  research is to  explore w hat  it is 
like to feel suicidal. I want  to investigate th e  nature of this complex feeling and 
the  things tha t  helped you at the  time. It is anticipated tha t  results from th e  
study will contr ibute to the  understanding of what  it is like to  feel suicidal in 
order  to subsequent ly  improve the  respectful t r e a tm e n t  of this disorder.
Why should I take port? You are being invited to  participate if you have felt 
suicidal in the  past. It is important tha t  you are not suicidal at  this m o m e n t  in 
t ime but feel th a t  you have overcome these  feelings. I aim to  interview 
approximately 6 clients. The study will last approximately 9 months.
Do I have to take part? It is entirely up to  you to decide w he the r  or not to  take 
part. If you do decide to take part you will be given this information shee t  to  keep 
and be asked to sign a consent  form. If you decide to take part you are still free to 
withdraw at any t ime and without giving a reason.
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What will happen to me if  I take part? A researcher  will ask you to  take part in an 
interview which will take place either  on the  University premises  or at  ano ther  
location which is more  convenient  for you. This will last for abou t  40 minutes  and 
will be recorded. You will be asked to  talk about  your experience of feeling 
suicidal, about  what  you would like to  say to o ther  people who are feeling 
suicidal as well as to  those  who have never experienced this. The interview is 
'qualitative', which means tha t  you will not be asked loads of questions but are 
invited to  talk freely about  your experiences and thoughts.  We hope to have 
interviewed everyone and finished the  project by August 2010.
What are the possible benefits and disadvantages o f taking part? You may value 
the  opportunity to  reflect on your experiences and to give us important feedback 
tha t  will be used to  bet ter  understand the  consequences  of mental health issues 
onto personal life. There are no connections be tween  th e  research t eam  and the  
NHS. Due to  the  nature of this topic you might experience som e  uncomfortable 
feelings. Should you at any time find it too  difficult to  carry on talking or simply 
feel like taking a break, this will be no problem. A decision to  participate, or a 
decision not to  take part or to  withdraw at  anv t ime will not affect the  standard 
of care vou might be receiving or might receive in the  future.
Will my taking part in this study be kept confidential? All information tha t  is 
collected about  you during the  course of this research will be kept strictly 
confidential. Any information about  you tha t  leaves th e  t eam  base (investigator 
and supervisor) will have your nam e and address  removed so th a t  you cannot  be 
recognised from it. Your comments  will be kept confidential from both your 
community support  teams,  consultant/ therapist  and your GP, and your  medical 
notes  will not be accessed. Your interview will be recorded (without your name), 
and th e  recording will be destroyed 4 years after the  end of th e  project 
(estimated 31.12.2016).
What will happen to the results of the research study? The research team  will 
listen to  all the  interviews, transcribe them  and th em es  will be identified. These 
th em es  will be described in a research report. Some anonymised quotes  from the  
interviews will be used to  illustrate these  themes,  but no quo te  will be used 
which could identify an individual.
Who is organising and funding the research? University of Surrey, Guildford, 
Depar tment  of Psychology.
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Who has reviewed the study? The Depar tment  of Psychology's research 
commit tee  at the  University of Surrey has reviewed this study as ethically 
acceptable.
Who is the researcher? I am a second year  Psychotherapy and Counselling 
Psychology Doctoral practitioner s tudent.  I have personal experience of suicide 
and suicidal feelings in close relationships and have worked as a Samaritan. I am 
aware tha t  this is an emotive and difficult topic and will be treating anything you 
share  with sensitivity and respect.
For further information please do not hesitate to contact :
Andrea Malden, Depar tment  of Psychology, Faculty of Arts and Human Sciences, 
AD Building, Guildford, Surrey, GU2 7XH. Tel: 01483 686 931 (administrative 
office); Email: a .malden@surrev.ac .uk
Dr. Dora Brown, Depar tment  of Psychology, Faculty of Arts and Human Sciences, 
AD Building, Guildford, Surrey, GU2 7XH. Tel: 01483 683 979;
Email: dora .brown@surrey.ac .uk
If you decide to take part in the  study, you will be given a copy of this information 
sh ee t  and a signed consent  form to keep.
Thank you fo r  your interest in the research!
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UNh/ERSITYOF
My name is ............................................. and I am interested  in taking part in the
"suicide" study. I consent  for you to  give my name to  the  researcher  involved so 
t h a t  he may contact  me to  discuss my participating in th e  study. I unders tand 
th a t  I am under  no obligation to  take par t in the  research.
Signature. Date.
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Informed Consent  Form
I the  undersigned voluntarily agree to  take part in the  study on suicidality.
I have read and understood the  Information Sheet provided. I have been given a full explanation by the  
investigators of th e  nature, purpose, location and likely duration of the  study, and of w hat I will be expected 
to do. I have been advised about any discomfort and possible ill-effects on my health and well-being which 
may result. I have been given the  opportunity to ask questions on all aspects of the  study and have 
understood the  advice and information given as a result.
I consent to my personal data, as outlined in the  accompanying information sheet, being used for this study 
and other  research. I understand tha t  all personal data relating to  volunteers is held and processed in the  
strictest confidence, and in accordance with th e  Data Protection Act (1998).
I understand tha t  I am free to withdraw from the  study at any time without needing to  justify my decision 
and without prejudice.
I confirm tha t  I have read and understood the  above and freely consent to participating in this study. I have 
been given adequate  time to  consider my participation and agree to comply with the  instructions and 
restrictions of the  study.
Name of volunteer (BLOCK CAPITALS)...........................................................................................................................................
Signed ................................................................
Date ............................................
Name of researcher/person taking consent (BLOCK CAPITALS) A n d re a  K. M a lden
Signed ................................................................
Date ............................................
Please send to:
Andrea M alden
PSychD Psychotherapy  and Counselling Psychology
Faculty of Arts and Human Sciences
AD Building
University of Surrey
Guildford
Surrey, UK
GU2 7XH
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Appendix D -  Interview Schedule
wr UNIVERSITY or University of  Surrey 
D ep ar tm en t  of 
Psychology 
AD Building 
Guildford GU2 7XH 
Tel. 01483 686 931
Interview Schedule
The interviews will last between 30-40 minutes and the following open-ended 
questions will be asked:
Can you tell me a little bit about your background at the time you were feeling 
suicidal?
Can you tell me about what it was  like to feel suicidal?
What do you want others to know about what it is like to feel suicidal? What 
would you like to say to other people with similar experiences to you?
What has helped you the most with regard to getting over feeling suicidal?
Prompts will be used respectfully and only if necessary. For example:
• “Could you clarify?”
• “Could you tell me more about that?”
The interviews will be recorded to which participants will have consented prior to the 
interview.
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Appendix E -  Debriefing sheet
UNIVERSITY OF
University of Surrey 
D epar tm en t of Psychology 
AD Building 
Guildford GU2 7XH 
Tel. 01483 686 931 
A.Malden@surrey.ac.uk
Debriefing Form
Title of research: The ex p e r ie n c e  of  fee ling  suicidal
Researcher: A ndrea M alden
Supervisor: Dr Dora Brown
Your pa r t ic ipan t  n u m b e r  is______________
Purpose of the study
The p u rp o s e  of  this in te rv iew  w as  to  gain a b e t t e r  u n d e r s ta n d in g  of w h a t  it is like to  feel suicidal. It is 
h o p e d  th a t  th e  insights ga ined  f rom  this  s tudy  will u ltim ate ly  c o n t r ib u te  to  a b e t t e r  and  m o r e  
p e rsona l  u n d e r s ta n d in g  of th e  individual in t h e  m e n ta l  hea lth  service.
Confidentiality
All inform ation th a t  is collected  a b o u t  you during th e  co u rse  of  this  research  will be  kep t strictly 
confidential. Any inform ation a b o u t  you th a t  leaves th e  t e a m  base  (investigator and  supervisor) will 
have you r  n a m e  and ad d re ss  rem oved  so t h a t  you c a n n o t  be  recognised  f rom  it. Your c o m m e n t s  will be  
kep t confidential f rom  your  c o m m u n ity  su p p o r t  t e am s ,  c o n s u l ta n t / th e ra p is t  and  you r  GP, an d  your  
medical n o te s  will no t  be accessed .  Your interview will be  recorded (w ithout y ou r  nam e),  and  th e  
recording will be d es tro y e d  4 years  a f te r  th e  end  of th e  p ro jec t (es t im ated  en d  of 2016).
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Withdrawing your participation
If you wish to  w ithdraw  your interview data  please contact th e  researcher  under  th e  above details 
with your participant nu m b er  and any information concerning you will be withdrawn from th e  study.
If you experience distress as a result o f  participating in this study:
If you experience distress as a result of participating in this study please contact any of th e  following: 
your key w orker/  care-co-ordinator; a Community Mental Health Team (CMHT) represen ta tive  or  a 
counselling service (see contact num bers  below).
Any further questions?
If you have any fu r th e r  questions or concerns ab o u t  this s tudy please con tact m e  directly un d er  th e  
above contac t details. A sum m ary  of th e  research results will be available by su m m e r  2013. If you are  
in terested  in reading th e  paper  resulting from this project p lease send  m e an e-mail o r  ring th e  above 
num ber.
Thank you for your participation in this research!
Contacts:
Samaritans (Guildford)
In person:
69 Woodbridge Road, Guildford
By telephone:
08457 909090
By textphone:
08457 909192
By email:
jo(q)samaritans.org 
By letter:
PC Box 9090, Stirling, FK8 2SA
T elephone Crisis Helpline for Surrey and East Hampshire
0300 456 83 42
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Appendix F -  Recruitment Poster
E-ver fe lt  suicidal?
If you are  willing to  share  your experience  I would like to  invite you to  take  par t  in a 40-m inute  
interview.
I am  in te res ted  in w h a t  it is like to  feel suicidal for th o se  suffering from bipolar d iso rder  o r  o th e r  
m ental  health  difficulties. I w an t  to  investigate th e  na tu re  of this complex feeling and explore w h a t  
did or  did not help you a t the  time.
The interview is 'qualitative ' which m eans  th a t  you will no t be asked loads of ques t ions  by m e but 
will be invited to  talk freely a b o u t  your experiences. It will be recorded  anonymously. I am  a third 
year  doctoral Psychotherapy and Counselling Psychology s tu d e n t  with both professional and 
personal experience  of suicide.
You may value th e  opportun ity  to  reflect on your  experiences  and to  provide im po r tan t  information 
which will be used to  b e t te r  unders tand  th e  im pact of m ental health  issues on personal life. There  
are  no connections be tw een  th e  research te a m  (me and my supervisor) and th e  NHS. A decision to 
participate, not to participate or to withdraw at any time will not affect the standard of any care 
you may be receiving.
The D epar tm en t of Psychology's research co m m it tee  a t  th e  University of Surrey has reviewed and 
accep ted  this s tudy as ethical.
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Appendix G -  Risk assessment
Risk assessment
Participants may not fuiiy understand what the study is about and what is required of 
them.
Participants will be given the information sheet and will have signed the informed consent. 
They will also have had the opportunity to ask questions and to have a brief conversation 
with the researcher during which the nature of the study will be discussed.
Risk to researcher as not acquainted with aii participants.
The interviews will be held on University of Surrey premises or in public places, where the 
researcher will not be alone with the participant. Also, where possible, someone else in the 
building will be aware that the interview is taking place.
Participants may experience distress during or as a resuit of the interview.
The participants will be aware that they can take a break at any point during the interview 
and that it is of their choosing what they talk about in detail and to what depth. They will also 
be given a debrief form including the number of the Samaritans, the Crisis Helpline and 
informing them of other helpful professionals they may want to contact.
The researcher is a trained Samaritan and will be able to respond to the participant in an 
empathie and sensitive manner. The researcher will also be employing the counselling skills 
acquired through the theoretical and practical work on the PSychD in Psychotherapy and 
Counselling Psychology.
The researcher may experience distress during or as a resuit of the interview.
As a trained Samaritan the researcher is experienced in listening to accounts of feelings of 
suicidality and is able to maintain a professional emotional distance. In three years of the
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PsychD the researcher has seen clients who were experiencing feelings of suicidality and 
has received advice in supervision regarding dealing with difficult personal responses.
Participants may have concerns regarding confidentiality and maintained quality of 
their care in the NHS.
Participants will be informed through the information sheet, informed consent and debrief 
form that all information they are volunteering will be kept strictly confidential and 
anonymised. It is mentioned in the information sheet that their medical case notes will not be 
accessed and that no professional they are dealing with under the NHS will be informed 
about the content of the interview or even that the interview has taken place. The medical 
treatment they are receiving will not be affected by this project.
The participants may reveal material that forces the researcher to break 
confidentiality.
Participants will be made aware before the beginning of the interview that any information 
alluding to the fact that they might be putting themselves or others at risk of personal harm 
will have to be discussed with the researcher’s supervisor and will potentially have to be 
reported to another professional. However, careful consideration will be employed as to what 
action is necessary and appropriate.
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Appendix H -  Ethics panel decision Faculty
of  Arts and  Human Sciences 
Eth ics  C o m m i t t e e
Chair’s Action for Amends
Ref:
Name of Student: 
Title of Project:
Supervisor:
Date of submission of 
amendments:
Date of favourable ethical 
opinion being granted for 
original proposal:
450-PSY-10 RS 
ANDREA MALDEN
Phenomenology of suicide -  An interpretative 
phenomenological analysis of the 
perceptions of suicidality amongst 
individuals with mental health disorder
DR DORA BROWN
22 OCTOBER 2012
18 JUNE 2010
Amendments for the above Project have been submitted to the FAHS Ethics Committee. 
A favourable ethical opinion has now been given.
Signed:
Professor Bertram Opitz 
Chair
Dated:
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Appendix I -  Request for permission to visit self-help groups for recruitment purpose
Research study
Posteingang x
Andrea Malden
a. mal den @ surrey.ac.uk
An: FCooper@bipolaruk.org.uk
Datum: 9. Mai 2012 15:46
Betreff: Research study
Gesendet von: surrey.ac.uk
09 05 12Andrea Malden akmalden@googlemail.eoni
an FCxxxxx
Dear F,
Further to our recent telephone conversation please find attached an information sheet 
explaining my study. I would be very grateful if you could make this accessible to any 
individuals diagnosed with the disorder with whom you can get in contact. Ideally, I would 
meet up with each individual for a face-to-face interview so it would be ideal if you could 
forward it to self-help groups in the general areas of Southampton, Winchester, Portsmouth, 
and so on (I live in Shirley, Southampton). As I study in Guildford this would also be 
possible as a location.
The study has been ethically approved by the Research Committee of the Department of 
Psychology at the University of Surrey. Please let me know if you would like to see a copy of 
the letter of approval, I would then scan it and e-mail it to you or send you a photocopy by 
post.
Thank you very much for your help, 
Andrea Malden
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Appendix J -  Contributor’s Notes
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Submission to International Journal o f Qualitative Studies on Health and Well-Being (QHW) 
is taken to imply that the same manuscript is not under consideration by another journal. If 
the manuscript forms part of a book currently in press, the authors should specify details of 
the publisher and expected date of publication.
Please note that the submitting author will be the principal contact for editorial 
correspondence, throughout the peer review and proofreading process, if applicable.
Plagiarism Detection Co-Action Publishing is a member of Crosscheck by CrossRef and 
iThenticate. iThenticate is a plagiarism screening service that verifies the originality of 
content submitted before publication. iThenticate checks submissions against millions of 
published research papers, and billions of web content.
Co-Action Publishing uses iThenticate to screen all submissions for plagiarism before 
publication, but authors, researchers and freelancers can also use iThenticate to screen their 
work before submission by visiting http://research.ithenticate.com.
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excl. VAT (Europe), $680 (rest of the world).
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check here. Additional information on how to claim reimbursement/support for publication 
fees can be found here.
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authors or author groups who do not have funds to cover publication fees. Please mail your 
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Appendix K -  Sample Transcript
Interview 6
I: can you tell me what it was like to feel suicidal?
C: I think we are suicidal, I mean, I was at a stage where I couldn't see another way out, I 
couldn't see that I was ever going to get better, I didn't want my life to be like it was any 
more, so I used to self harm, that is what I used to do, and I used to get these thoughts of, hm, 
that I didn't want to take my life and how I would take my life, because whatever I was going 
to do it would have to work. So my two thoughts that I had and one of them was very 
prevalent was jumping off a bridge onto the M3, which is quite near where I lived anyway, 
and I drove up there are a couple of times to look at the ledge, erm, how I would climb over 
and then, not even really realising that I was doing it, but I remember it happening, you 
know, I would lay in bed or sit downstairs and I was visualising in my mind how I would do 
it, you know, I would wait for a lorry, the timing, and just things like that. It seems silly, I 
was silly now with hindsight, but at the time it was a way out, it was way out of not feeling 
the way that I felt. And because of that point you are so vulnerable, you don't ever think you 
are going to get better. The other thought that I had was overdosing on my medication. And 
for a short while my CMHRS took my medication and only brought over what I needed each- 
for every few days sort of thing, so the medication wasn't in the house and was not available. 
Although I sort of know that it wasn't my main way of going to commit suicide if I was going 
to do it. The main one was jumping off a bridge.
I: and how did it affect your feelings when said he wanted to stop feeling that way?
C: in a lot of ways, erm..., How did I feel, I felt quite numb. I felt very isolated. I felt I was 
the only one experiencing what I was going through. Thoroughly alone. Did not know how 
to tell anybody what I was thinking, because I knew what I was thinking was so wrong, 
although they were very real thoughts, erm, yeah, just very much-you feel very much that you 
are on your own.
I: so, it is the isolation?
C: yes, because part of the problem is that you don't feel like talking to somebody else. You 
don't feel like going out, you don't want to socialise, erm, yeah. So, yeah, just feeling very by 
myself sort of thing. And, you know, there's always that fear that if you did tell somebody, 
you know, that your husband is going to leave, you that you are going to have a child taken 
away from you, because there is all of that in the background as well, and they are the only 
people that you have got at that moment in time as well, so you don't want to say anything for 
fear that you are going to lose everything, if you do ask someone to help you before it gets to 
a serious level.
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I: so you were thinking of how to do it, you were daydreaming a lot?
C: yes, and I was visualising it a lot. I visualised how I was going to do it and staff, and how 
I climbed over and... I wasn't wanting to visualise it, my mind just used to go into that space. 
You know, I wasn't sort of thinking oh, want to think about what I'm going to do, I just used 
to go there in my head, for whatever reasons, I couldn't tell you the answer to that. But I just 
used to start, sort of visualising and thinking about it.
I: and how did you feel when you realised you were having those thoughts?
C: it didn't bother me because it was my way out. They were my thoughts. Or they were 
going to be my way of out because obviously I didn't do it.
I: how do you feel about not having done it?
C: oh, my God, such a relief now! Quite clearly, there was light at the end of the tunnel and I 
have gone and done something helpful with support groups and things, so that people can see 
there is light at the end of the tunnel and you can get better. Even though, because when you 
are so down you don't think you're ever going to get better. And obviously, yes, you have to 
take medication for the rest of my life, but I now know that people do get through that dark 
awful place. You know, I still have my lows, don't get me wrong, I still have very vulnerable 
moments, but I never ever feel suicidal like I did before. Erm,..., Yeah, and for my daughter, 
oh my God! Thank God I did not do it because of my child. How I would have hated for her 
to not grow-with-without her mum for my pure selfish emotions when she has got enough to 
deal with herself.
I: so you feel it would have been a selfish thing to do?
C: definitely. Because with cystic fibrosis, their life expectancy isn’t brilliant, and I do-not so 
much now, but I do sort of always think, my God, if anything ever happened to Charlotte 
would I ever go back to wanting to kill myself? God forbid the day that something is going 
to happen to her,... Because I am going to outlive my daughter. So there is that element that 
it never leaves you. I don't think it does anyway, I think it is always there in one way or 
another. The fact that you ever had the thought that you would take your own life.
I: and doesn't always remain an option? Is that what you meant?
C: If you get to a really low, low place-most definitely. And I think if it feels like that it can't 
get any better, yes, your mind tends to go into that-you can sort of get into the tendency to 
think about it. And not necessarily act on its you know, in a way I now realise it was a cry 
for help. All would have been a cry for help.
I: what did you need help with?
C: you needed the counselling that I had, without that without a shadow of a doubt I wouldn't 
be alive. And that is the God honest truth. Erm, I think I needed help with finding coping 
strategies to deal with what was going on in my head, the racing thoughts is what I needed
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help with, I needed somebody to have and understanding from me of what I was going 
through, because a lot of people don't understand what it is really really like,erm, what else 
did I need help with... Mainly somebody believing what I was saying and understanding what 
was going on and me knowing that I had that support there. And there was a time as well, 
where I-I did have counselling one day and I was actually really angry with how the session 
went and I went to Aldershot woods and I wanted somebody to kill me because I could not do 
it myself. Because I could not finish my own life. I wanted somebody to do it for me. And I 
was kind of wishing somebody in the woods would kill me that day. I just went into the 
woods and walked around for ages. And I felt horrendous. Really ill that day as well. I had 
forgotten about that until we started sort of talking and then I remembered it. I mean, I don't 
get anything like that now, now that I am in a much better space, I am now divorced. I've got 
my own independence, you know, I look after my daughter, I met a new man, the whole life 
is in a different place, I don't ever you know, feel like that. Because I've got responsibility, I 
have got to provide for my daughter. Do you know what I mean?
I: so when you were walking around in that would what were you thinking and feeling, can 
you remember?
C: I can remember just crying, kicking the leaves, just anger, frustration, upset and just 
wishing somebody would kill me, because I knew then that I couldn't do it myself and 
somebody else could do it for me it would make it so much easier. And it was autumn, 
because all the leaves were down on the ground and the leaves were sort of orange and-but it 
was a very dark place.
I: so you are talking about how difficult it is to kill yourself
C: oh God, yes, definitely! Yeah. I think that is why you end up thinking of ways how you 
would do it when you want to do it. I have to say now, if I was to, I mean not that I am in 
that place, but now that I understand how to use a computer more, I would google it, I would 
research it. Where is back then. I didn't know how to use a computer, I would never have 
known how to look it up. Now you look at up on the Internet, and it will give you ideas. I 
did not do that at the time, but I would say if I had had access I knew how to use computers at 
that time I would have done that. I think what helped me was definitely having that support 
that I had from the community mental health team and my counselling.
(22 .20  ff)
I: compared to other mental illnesses bipolar has a very high suicidal success rate. Can you 
think of why that might be?
C: I think, I would say it is the inconsistency. Because when I am on a high, I felt actually 
fantastic to an extent that you almost don't want the height to finish. Because it feels so good, 
you get so much done, why just buzzing with life, life feels fantastic, you feel very popular, 
you feel very special, you know, when you are on a high it is just an amazing feeling. And 
when you suddenly go from being on a high to going so low afterwards, if you don't get your
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medication in order before that low happens that low is such shock -  and, it is just really 
difficult. And it's really exhausting when you are on the low as well! You know, because 
when you are on a high you are not really sleeping properly, you just have this unbelievable 
amount of energy, you know, I get so much done when I am on a high. I'm, you know, 
decorating, painting ceilings, at like three o'clock in the morning, and cleaning and I'm- 
honestly, I can't tell you that staff I get done when I am on a high. And then when you 
suddenly come down, you don't want to do anything you don't want to go out, don't want to 
talk, you are sleeping most of the time, you know, it's just absolutely exhausting, you don't 
even want to answer the phone when you go down. You know, every day-every day is an 
effort when you are on the low. And I think you just get into such a low place, where you 
just can't see how you are going to get back up again because you've already fought that 
lowness. When you've been low, and you have fought it and you have got yourself back up 
and then suddenly you have a blip again you-you can't see how you are going to get back's 
and all so it just feels like here we go again.
I: it's relentless.
C: yes. And with me, people around you don't always get it, because they are so used to you 
usually being happy, bubbly - and then suddenly when you're not coping they don't kind of 
really understand. And usually when nothing is going wrong in your life that these episodes 
happen, there is no reason for it to be happening, you know, like my partner, my fiancé, he 
finds it hard, very, very difficult when I get on the low. You know, he finds it very, very 
difficult, because I can't cope, you can't cope, you are crying, and it's like, look, call me back 
in a minute when you've pulled yourself together, you know, you can't just pull yourself 
together, that's the thing, so many people you think, oh, you just need a good kick up the arse, 
yet, if it was as simple as that, you know, it never is as simple as that.
I: so, do you think you can pull yourself together or is it a question of waiting until it passes?
C: it is just a question of waiting until it passes again. And tweaking with the medication.
I: So is it the hopelessness?
C: Erm, I think it is more, when I was feeling suicidal, it was more that I was so no, I could 
not see a way out. I could not see that life is going to get any better. What was the point. I 
just couldn't see that I was ever going to get any better and it just felt like that was the 
answer. And I don't think as well. Sometimes, when you are having those thoughts. It is not 
necessarily that you want to have them! Your mind sort of just takes you there. It's like it 
was with myself harm, it's like a coping strategy, when you are self harming, it kind of just 
helps relieve the stress and frustration and anger that you have. And it hurts when you self 
harm, you know, it's ridiculous, it does hurt! But it kind of, when your mind is in that space, 
it does not hurt, when you are needing to do it.
I: and you think that is similar to feeling suicidal?
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C: Yes, because it's a state. And it feels like it's your only way out of the situation that you 
feel you are stuck in.
I: and you feel you can't bear the situation any more?
C: no.
I: and for you, it was that low, the heaviness-
C: it was the heaviness, the fact that my mind was always buzzing with thoughts, it's those 
racing thoughts, I think, they are probably the worst thing where you just don't want to think 
about things but you've got so much going through your mind and you have not got the 
answers to what is going through your mind, there is nobody you can really-you can't always 
talk it out, your counselling is not every day when those sort of things are happening. Let's 
try to think what else really. I think it is mainly just the fact that it feels like the only way out 
from where you are at. And you're not happy with what is going on around in your life, 
either. Well, because obviously some of my illness then was circumstantial to my 
surroundings, i.e. my home life and being confronted with that on a daily basis that most part 
of course. If I wasn't there it couldn’t do it to me any more. So the way out was committing 
suicide and not having to deal with it any more. I can't honestly answer what takes you to a 
tipping point where you finally do it. Because I never got to that stage, I just had the 
thoughts, I had the vision and I kind of went and looked where I would do it for when I 
wanted to do it. I climbed it! But I never got to the tipping point and went and did it, 
obviously, I didn't, you know (laughs). But I don't know what takes you to the next-I would 
say desperation probably is the next bit.
I: Because you would have to overcome something?
C: Yes, something takes you to that next level where you actually then go and do it. I had a 
friend, who took it to the next level, someone I socialise with a little bit when we were both 
diagnosed with bipolar and she committed suicide. She went and lay on a railway track and 
got hit by a train at Fleet train station. And that was not so long ago, and she left two 
children behind. They obviously got to the point where-it's one thing having the thought, I 
think it's another thing visualising and maybe planning it and it is another stage where you 
then go and do it. And as well, I think, it is very hard to tell somebody that you are having 
those thoughts, it is very, very hard.
I: what is so hard about it?
C: Erm, the fact that you won't be believed, the fact that people say you are doing it for 
attention, you don't want to be perceived as being a real idiot, if that make sense. I think life 
is definitely the biggest contributing factor, without a doubt, I think when the pressure is on, 
definitely, yeah.
I: Do you think it’s circumstantial or neurological?
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C: for me, mine was circumstantial. Definitely. Because I don't naturally have those 
thoughts, it was only really at the time when things felt desperate. The other thing as well, 
when you are in that place, you are not really thinking about anybody else. You are in your 
headspace. You are not considering the effect it's going to have and everybody else, because 
you can't, because there is so much already going on in your mind that you don't even 
consider how it is going to affect others.
I: Are you still able to think straight?
C: from what I can remember you are completely zoned out in a family. I know that sounds a 
bit-you are in that headspace and you are not really thinking about much else really, you’re 
just lost in your thoughts.
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Appendix L -  Further Notes on Credibility
The particular nature of the group of participants and its impact on data and 
interactions in the interview process
The participants in this study were recruited through bipolar self-help groups. They 
volunteered to take part after a brief presentation of the study’s purpose and objectives. 
Several participants expressed their heartfelt support of the study and that they viewed the 
interview as a welcome opportunity to explain their situation and experiences. This resulted 
in the participants very openly volunteering their difficult stories and care was taken to 
repeatedly check in with them on their emotional state, and to remind them in a non­
patronising and respectful way to stay mindful of their boundaries. This was done by asking 
simple questions like “Are you ok?” or “Would you like a little break?”, as well as non­
verbally through the use of empathy and tuning in. A strong sense of responsibility and 
respect was instrumental so as not to continue the inquiry merely for the sake of gaining rich 
data, but to stop and ensure the participant’s well-being first and foremost.
Process of working with reviewers
Throughout the analysis reviewers (supervisor, course director, peers) were consulted 
in order to assure that the codes and themes were data driven and not merely an expression of 
the researcher’s personal reflection on the interview content and interactions.
This meant that if someone else suggested a different metaphor to capture what was 
being expressed in the data, the underlying process that was expressed in the data (and 
intended to be captured) was identified and the researcher then adopted it into the analysis, 
considered its consequences and expressed it in her own words. For example, when 
discussing the theme of the nature of suicidality in the first study one reviewer described the 
contradicting forces of survival instinct versus suicidal wish as a storm and the acute moment 
of death/committing suicide as the eye of the storm amidst the battle of the forces. As the 
researcher had neither perceived this metaphor in the data nor had it occurred to the 
researcher herself, the underlying dynamic of strong overwhelming forces dictating
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conflicting directions was retained and reflected in the report as “being in the grip of 
conflicting forces”
Reviewers also checked the researcher’s paper trail, this being an A3 Excel table 
(three sheets, seven columns, eight pages) each comprising all quotes, identifiers, comments, 
codes, themes and super-ordinate themes. If a reviewer suggested that codes were not data 
driven and that the original data was no longer recognisable in the developed themes (i.e. 
there appeared to be a weakness in the quotation-code-theme link of the analytic process), the 
researcher went back to the interviews and amended the codes and themes appropriately by 
taking them down a level of abstraction.
Reflections on the debriefing process
Due to the vulnerable nature of the research sample, particular attention needed to be 
paid to the debriefing process. To ensure that the participants were feeling well and secure 
enough again in themselves after the interview, in addition to the questions described in the 
method section the researcher and the participant spent a little bit of time together after the 
interview talking about how the experience of the interview was for both of them, how it had 
left them feeling, and possibly about some unrelated topics such as their travel and further 
plans for the day. This was intended to reconnect the participant with the outside world 
again, to raise their awareness of their mental and emotional state and a potential need for 
self-care, as well as to give the opportunity to talk about not spending the remainder of the 
day by themselves but rather to meet up with friends or family.
Employing diagnostic labels in a phenomenological investigation
Conducting a qualitative and phenomenological piece of research centred on a distinct
diagnostic category provides this report with an intrinsic tension. The formulation of the
research question was adopted for sampling purposes and in order to be able to reach the
individuals in possession of the experiences this study aimed to explore, based on the
literature reporting the notably high risk of suicide in individuals with this particular disorder.
I would further like to emphasise the role of communication in this context and that the
purpose of adopting the term ‘bipolar disorder’ has been to reach individuals that have certain
170
experiences of mood in common (highs and lows) as indicated by the diagnostic term. The 
researcher does not understand this label to constitute an explanation regarding aetiology or a 
qualifying statement as to the individual nature of those experiences. On the contrary, the 
focus of this study was to go beyond the diagnostic label and to investigate individual 
experiences and potential differences across individuals who had all received the same 
diagnosis.
The nature and impact of telephone interviews
Due to the physical location of some of the participants several interviews were 
conducted via telephone. The use of this interview medium requires some adaptation and 
some characteristics and differences to the face-to-face interviews need to be appreciated.
Interviewing over the telephone affected the style of communication, however it did 
not result in less rich data. Telephone interviewing requires an obvious adaptation in terms of 
a reduction in the use of non-verbal communication resulting in an increase in verbalisation 
(speaking) or vocalisation (expressing emotions without necessarily using words but sounds). 
Due to the absence of any visual and non-verbal stimuli both researcher and participant have 
fewer cues to rely on for staying connected and one may be at danger of being distracted 
more easily. It is hence necessary to listen and respond in an active and focussed way, to 
watch the timing of responses and to pay close attention to the interviewee’s utterances. 
More active intervention is also required to establish a rapport and to maintain it throughout. 
It is not possible to rely on a smile or a nod, but rather responsibility must be taken that the 
researcher’s empathy will be perceived and hopefully received by the participant.
Nevertheless, in addition to the above mentioned caveats, there are advantages to this 
interview method. In a similar way to listening to a recording of an interview which was 
conducted face-to-face, undertaking an interview over the phone also provides the 
opportunity to hear elements expressed by the interviewee that might have otherwise have 
been missed. Also, it might be easier for some participants to express themselves when 
situated in their own safe environment and not faced by the researcher, especially in the 
context of an emotionally difficult research area such as in the present study.
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In summary, when conducting telephone interviews it is necessary to be aware of the 
special nature of this medium and to adapt to the ensuing requirements, yet it is possible to 
gain equally rich and meaningful data using this technique as one might in a face-to-face 
interview.
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RESEARCH PROJECT TWO 
A life not lived 
Suicidality in people diagnosed with Bipolar Disorder 
as perceived by mental health professionals 
Abstract
Aim The aim of this study was to contribute to the literature and to obtain mental health 
professionals’ descriptions of the experience of suicidality amongst those diagnosed with 
bipolar disorder.
Method To this purpose two clinical psychologists, one counselling psychologist, one 
occupational health psychologist and one psychoanalyst were interviewed and an 
interpretative phenomenological analysis was employed.
Results The data were interpreted as containing themes centring on a lack of self, 
constituting of sub-themes describing bipolar-specific reasons for suicide, the nature of the 
suicidal emotion and professional concerns, such as challenges, core aspects and effects of 
the work on the practitioners with this particular client group.
Conclusion This study offers an original look at the interplay between the effects of bipolar 
disorder and suicidality as described by practitioners, as well as at the practitioners’ 
experience of working with this client group. A potential relationship between the perceived 
lack of self and the experiences of isolation, emptiness and unusual desire for absolute self­
eradication as described by the professionals are discussed. Limitations and implications for 
practice are considered.
Keywords: Suicide; suicidology; mental health practitioner; phenomenology; bipolar 
disorder; mania; affective disorders; self-harm; qualitative; Interpretative 
Phenomenological Analysis (IPA)
Andrea Kragh Malden, Department of Psychology, School of Human Sciences, University of Surrey, 
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Introduction
Suicidology research has in the past drawn on suicide notes or information from 
friends and family to gain an insight into the motivations of suicidal individuals. Another 
group of individuals well versed to provide information are the mental health professionals 
working with this client group. This study explores the underresearched area of suicidality 
amongst individuals with bipolar disorder (BD), drawing on the knowledge and experience of 
the professionals who support them in their battle with this distressing experience.
Suicidology
Suicidology has contributed profoundly to our clinical knowledge in this area of 
difficult human experience. However, despite all empirically established associations, 
promising predictive factors and measures for clinical assessment it has been argued that our 
understanding of the experience revolving around suicide is still insufficiently developed 
(e.g. Shneidman, 1996; Jobes et al., 2004). Taking the departure point of differentiating 
between explaining and understanding, Hjelmeland and Knizek (2010) argue for an increase 
of qualitative research in suicidology to generate an understanding o f personal meaning. 
They argue that both quantitative as well as qualitative research is needed to understand an 
experience and to avoid the repetitive generating of quantitative studies focussing on 
epidemiology and neurobiology. An example of qualitative approaches in suicidology is for 
instance Shneidman (e.g. 1996), who grounded his life’s work on the study of personal 
documentation and conversations (suicide notes, psychiatric notes, therapy reports etc.). 
Leenars (2002) too, in his defence of the idiographic approach, choses the study of such 
personal documents, demanding a level of complexity in study corresponding to the 
complexity of the phenomenon. Similarly, Jobes et al. (2004) used their suicide assessment 
questionnaire (Suicide Status Form, SSF) to analyse written responses. Their results suggest 
that suicide is related to aspects of relationships, role responsibilities (identity), the self and 
unbearable internal states. Vatne and Naden (2012) interviewed individuals who had recently 
survived suicide attempts about their thoughts regarding the suicidal crisis and identified five 
central themes relating to suicide: loss of touch with the world, the role of the individuals’ 
life history, the struggle for life and death, suicidal thoughts as a coping strategy and feelings 
of shame and guilt.
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Providing a rare insight into the suicidal experience by offering a first voice study of 
his own experience of suicidality, Webb (2010) identifies suicidality as a crisis of the self 
rather than the consequence of mental illness and considers a spiritual, although not 
necessarily religious, approach to a re-discovery of the self as instrumental in overcoming 
suicidality. In a phenomenological single case study of the suicidal experiences of one 
woman Orbach (2000, cited by Orbach, 2001) found mental pain to he perceived as extreme 
negative changes to the function and experience of the self.
Bipolar disorder and suicide
A  subgroup of the population to whom suicidality poses a particularly dangerous 
threat is that of those suffering with bipolar disorder (BD). A diagnosis of BD is one of the 
strongest predictors for suicidal ideation -  individuals diagnosed with BD are more at risk of 
taking their own life than individuals suffering from any other Axis I disorder (Chen & 
Dilsaver, 1996). Statistics show that individuals suffering from BD are 20 times more likely 
to attempt suicide than the general population (Tondo, Isaacson & Baldessarini, 2003), that 
10-20% of people diagnosed with BD take their own life and that 25-50% of individuals with 
a BD diagnosis attempt suicide at least once (Valtonen et al., 2006; Mueller-Oerlinghausen et 
al., 2002). Furthermore, the level of intent to die and the lethality of the methods used by 
individuals seem to be particularly high as the “attempt / completed suicide” ratio in BD is 
3:1 compared with a ratio of 30:1 in the general population (Baldessarini, Pompili & Tondo, 
2006). Bipolar disorder (BD) affects 3-5% of the population (Leahy, 2007; Benazzi, 2007) 
thus overall making BD a non-trivial risk factor for suicide.
Yet, to the author’s knowledge qualitative inquiries into the phenomenology of this 
particularly distressing aspect of bipolar disorder are scant. One study combined qualitative 
and experimental methods to explore the cognitions used by bipolar suicidal individuals and 
found that compared to individuals with a diagnosis of unipolar depression, participants with 
a BD diagnosis were more likely to imagine their suicide in a flash-forward-image (Hales, 
Deeprose, Goodwin & Holmes, 2011). Amongst many studies seeking to discover 
neurobiological, genetic and epidemiological cause-and-effect-chains, only few 
investigations are concerned with the meaning behind those possible associations. In fact, 
only few qualitative investigations have been undertaken into the ways in which BD in
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general affects the individual. Some such relevant work is for example that of Inder et al. 
(2008) who found that for those who had a diagnosis of early onset BD (first symptoms prior 
to twenty years of age) the condition had a particularly adverse effect upon the development 
of their self and identity. They argue that experiences of loss, disruption and self-doubt 
during a time crucial for identity formation mean that the individual is deprived of the 
opportunity to develop an integrated self as well as a sense of continuity of self. Another 
qualitative study, concerned with the pervasive nature of BD, found that individuals 
described the condition as “an illness that is intertwined with one’s whole being”, and hence 
as also resulting in identity confusion, a sense of loss and lack of control (Rusner, Carlsson, 
Brunt & Nystrom, 2009). In a recent as yet unpublished qualitative study of the nature of 
suicidality amongst individuals with BD, this author identified a gradual loss of self as related 
to feelings of suicidality (Malden, 2013). Participants, all suffering with symptoms of BD, 
described an erosion of their identity and a loss of self, due to the effects of BD which 
eventually led them to consider suicide as a way to end their pain and to align their physical 
state with their emotional state of feeling dead already.
The existing literature relevant to this investigation provides information on suicide in 
general as well as on the experience of BD in general. However, to the author’s knowledge 
no investigations exist of the experience of suicidality particularly amongst individuals with a 
diagnosis of BD. Furthermore, as has been argued elsewhere with regard to general 
suicidality (Hendin, Maltsberger, Lipschitz & Pollinger Haas, 2001), the mental health 
professionals working with the suicidal individual have so far been overlooked as a valuable 
source of information. Hence, it is considered instructive to gather information from these 
professionals in their role as key informants on the aspect of suicidality in the context of BD.
Rationale and objectives
The current study is a complementary project to this latter study. Professionals 
working with suicidal individuals in a psychological context were interviewed as key 
informants on the nature of the experience of bipolar suicidality from their perspective. Due 
to the good insights that were gained with the method of IP A in the previous study this 
method of analysis was employed once more. This was also intended to increase the 
compatibility of the two studies and their ability to be read side-by-side as equally
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contributing to the one research interest of the nature of bipolar suicidality. IPA was 
considered particularly appropriate due to its concern with the idiosyncratic experience rather 
than for instance external structures or influences as in Grounded theory (Glaser & Strauss, 
1967). Also, its consideration of cognition as underlying verbal expression (Smith, Jarman & 
Osborne, 1999) was considered valuable, allowing for an ascertaining of the individual’s 
thoughts and sense making through engagement with their words. Lastly, IPA’s 
understanding of illness, physiology and cognition as real entities (Smith et al., 1999) seemed 
to be appropriate in the context of an enquiry into an experience defined by a diagnostic 
category and to respect and do justice to the participants’ experience of their symptoms. 
With regard to individual experience it is recognised that in the present study professionals 
are asked to give their understanding of another person’s experience, thereby forming a triple 
hermeneutic when including the researcher’s analysis. This is naturally one step removed 
from the direct account obtained from the suicidal individual.. However, and as also argued 
by other suicide researchers (Hendin et al, 2001), the professionals’ views were considered 
valuable additional information that could potentially provide different insights into this 
complex phenomenon.
Thus, the objective of this study was to add to an incipient body of literature on 
professionals who have worked with bipolar suicidality about their experiences with this 
phenomenon (Smith & Osborne, 2003). The aim was to contribute to the qualitative body of 
knowledge that strives to understand rather than explain the phenomenon of suicidality.
To fulfil the aim and objective of the research the study asked: What is your 
experience of suicidality amongst individuals with Bipolar Disorder?
As well as IPA, used to analyse the data, the study employed a semi-structured 
interview approach to data collection (Smith, 2003). This type of interview was used as it 
recognises that personal meanings expressed and explored in a qualitative interview are 
mutually constructed through the interviewer and interviewee being engaged in a dialogue. 
Moreover it is assumed that the participant’s expressed views and values also have meaning 
outside the interview setting, i.e. a phenomenological perspective is adopted (Smith, Harre, & 
van Langenhove, 1995).
Each participant’s views and values are understood to represent a certain, very 
individual psychological world which the aim of the interview and subsequent data analysis
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is to experience and explore as closely as possible (Smith, 2003). It is appreciated that IPA 
generally involves a double hermeneutic in that it can only provide an interpretation of the 
participant’s own sense making of his experience (Smith & Osborne, 2003). This was 
increased in this study by the presence of a triple hermeneutic, generated through the design 
in which the interviewees were not only commenting on their own experience, but giving 
descriptions of their understanding of a third person’s experience. Whilst analytic techniques 
such as the process of appropriation or hermeneutics of empathy (Ricoeur, 1972; Ricoeur, 
1970) are recognised as the essence of qualitative research, due to the increased gap between 
the phenomenon under scrutiny and the interviewee, particular care was taken to keep the 
interpretations grounded in the text.
At this point it is also necessary to state that the focus on the diagnostic category of 
BD has been adopted for sampling purposes based on the literature reporting the notably high 
risk of suicide in individuals with this particular disorder. The author does not endorse the 
medical model and underlying positivist assumption of pathology as a concrete entity. 
Instead, this investigation is intended to go beyond the label of BD and explore the individual 
stories and meanings behind the diagnosis.
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Method
Participants
The homogenous sample consisted of six individuals who were selected purposively 
in accordance with their ability to provide insight into the experience under study. The 
sample was considered homogenous based on the fact that all participants were required to 
have worked with individuals or groups in the past that had a diagnosis of BD and had 
experienced suicidal feelings (Smith & Osborne, 2003).
All participants were of White British or White Other ethnicity. Participants’ (two 
male, four female) ages ranged from 40 to 65 years. Three participants were currently 
employed by the NHS, one was self-employed, one was part NHS employed and part self- 
employed, and one was retired from NHS employment.
Ethical considerations
A  favourable opinion from the University of Surrey ethics committee was sought after 
provision of a risk assessment (see Appendix G) and obtained (see Appendix H). The 
individuals invited to participate were not considered vulnerable. At the end of the interview 
the participants were also supplied with a Debrief form (Appendix E) and reminded that they 
could withdraw their data from the study if they so wished.
Procedure
Participants were contacted through existing professional or trainee contacts. They 
were then contacted via e-mail, phone or text message after they had expressed their interest. 
They were e-mailed or sent an information sheet, an informed consent form and an interview 
schedule (Appendices B, C, D respectively). Some received the debrief form (Appendix E) 
in the same e-mail, some participants were given the debrief form personally on the day of 
the interview. They were asked to return the signed consent form either via e-mail (scanned 
version) to the researcher’s University e-mail or via mail to the University’s psychology 
department.
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Interviews were conducted by the researcher either at locations convenient for the 
interviewees or via telephone where it was not convenient to meet in person. Before 
recording participants were given the opportunity to ask any remaining questions, were again 
shown the interview schedule which they had already received as part of the initial contacting 
together with the information sheet and were reminded that they could interrupt or terminate 
the interview process at any time. The interviews followed a semi-structured interview 
schedule (see Appendix D) consisting of eight items which were constructed to cover areas 
that were anticipated to overall provide material relevant to the research question (Smith, 
Flowers & Larkin, 2009). The questions were open and intended to entice the participant to 
speak freely. They covered aspects of the participants’ impression of the nature of the 
experience, potential characteristics and features as well as of the psychological work with 
this client group. The interviews were conducted in an open way in order to enhance rapport 
with the participant and to allow for flexibility in coverage and emphasis (Smith, 2003) and 
the interviewer’s verbal input was aimed to be kept minimal, without appearing cold or rigid 
to assure participants were feeling comfortable (Coyle, 1998) and prompts were used to 
clarify content and elicit richer data without leading the responses. Participants were asked 
about their background and the roles and contexts in which they had worked with the 
individuals (i.e. questions aimed at descriptive content) at the beginning of the interview to 
facilitate participants’ becoming accustomed to being interviewed. Participants were given 
the interview schedule to view before the interview commenced if so wished.
The interviews were recorded and lasted between forty and fifty minutes. They were 
transcribed verbatim.
Analysis
The transcripts were analysed using the method of IPA (Smith, 1996). The transcripts were 
subjected to close repeated reading before emerging themes were first noted, aiming to 
capture the essence of what was being expressed through descriptive, linguistic and 
conceptual commenting (Smith, Flowers & Larkin 2009). Reflective comments and first 
impressions were noted on the left hand margin, and after re-reading more specific themes 
were noted in the right hand margin. An iterative clustering process was ensured and a 
directory of quotations and themes was compiled with an identifier. Emerging sub-themes
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were clustered together in an attempt to identify superordinate themes. These were written 
up in the form of a narrative supported by representative quotes from the transcripts, paying 
attention to correct representation of the triple hermeneutic given in this study’s design.
Credibility
The quality of the research can be evaluated using Yardley’s (2000) criteria. The 
researcher aimed to show sensitivity to context through engagement with the data and 
through sensitivity during recruitment and the interviewing process of the study. Themes 
were gained through stringent application of the IPA method and frequent returns to Smith et 
al.’s writings (1995; 1996; 2003; 2009) throughout the analysis, thus showing “commitment 
and rigour”. Transparency and coherence were considered in the detailed description of the 
research processes as well as in the match between research question, chosen method and 
conduction of the research. Transparency was further achieved through having kept a “paper 
trail” of all quotations that were interpreted and themed during analysis, which is accessible 
to reviewers. Throughout the analysis this paper trail was presented to three different 
reviewers who retraced and evaluated the process of interpretation. Impact and importance 
were adhered to by the serious nature of the research question and its relevance in clinical 
settings.
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Results
Despite the variations in backgrounds that the interviewees presented, their depictions 
of suicidality in the context of bipolar disorder allowed for the development of a single 
master theme: “Lack of Self’, encompassing hoth the understanding of the suicidal 
individuals’ experience as well as the participants’ own experience of working with this 
client group. This main master theme is the umbrella theme for the three sub-themes: 
Bipolar-specific reasons for suicide. Nature of suicide and Professional concerns. 
Participants commented on the reasons, function, effect and emotional experience of 
suicidality. The master theme and its components will be explained below.
Lack of Self
The master theme was found to be related to all sub-themes referred to by 
participants. The concept of a lack of self was perceived in all areas recounted by 
participants: it was found to be underlying the absolute sense of isolation named as one of 
several bipolar specific reasons for suicidality; it was understood as fundamental to the wish 
for total self-eradication referred to as a unique characteristic of the nature of bipolar 
suicidality; and, lastly, played a role regarding professional concerns where it was considered 
to affect the clients’ capability of engaging in relational therapeutic work.
General observations
Overall, most of the participants delivered their view on the investigated topic in a 
factual manner which consisted of listings of factors and description of circumstances. Most 
participants conveyed their narratives in a less emotive manner, refrained from the use of 
metaphors and did not use many additional adjectives to embellish their accounts. Despite 
good awareness of the individuals’ emotional experience, an at times somewhat academic, 
quantitative approach to the research question was noted as in this response to the question of 
any specific characteristics to bipolar suicidality:
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“...if you’re looking at différences, I  think there’s probably as 
much in-group difference as there is between group difference. ”
It seemed that most participants’ focus lay on giving as complete and broad a picture 
as possible in which factors where readily identified and named. The details of their 
experience are given next:
Bipolar-specific reasons for suicide
The bipolar-specific reasons for suicidality cited by the professionals can he divided 
into four wider areas: effects of diagnosis related symptoms; loss of identity; effects of 
personality; and loss of self. These themes are illustrated below:
Effects o f symptoms and diagnosis
Participants quoted various bipolar-specific symptoms as potentially contributing to 
the high suicide rate amongst individuals with BD. They mentioned in particular the high 
levels of stress in mixed episodes, further exacerbated through the distressing experience of 
psychosis and the particularly deep nature of bipolar depression compared to unipolar 
depression.
“So I  guess, obviously suicide is an issue and a risk in all 
diagnosis in the mental health spectrum, but I  think bipolar 
particularly [...] I  think that the depth that the depression often 
goes to can be a problem. ” (IF, 2/46-49)
Participants also felt that difficulties in diagnosing BD, complicated by for instance
the overlap with borderline personality disorder (BPD), led to an increased level of isolation
in the individuals through for instance mania not being picked up and being mistaken for an
improvement in depressed mood. Another aspect identified as leading to increasing isolation
was “post-episode shame” -  the bipolar individual’s experience of a great sense of shame
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regarding their behaviour during the last manic episode. Ines, an Occupational Therapist, 
described a client’s sense of almost being haunted by this through not being able to undo it or 
hide from it:
“I  think the other thing [...] is if  somebody has been manic and has 
acted in a bizarre way, something that is completely out o f character 
[...] There’s just so many different consequences that people have to 
suffer because o f the extremeness o f their behaviour when they are 
unwell. [...] and often it’s with people that they are still going to be 
mixing with. And there’s sort o f no escaping from it really. ” (IF, 2/53- 
65)
Participants seemed to feel that the individual suffering with BD would experience 
particularly their manic behaviour as out of line with their sense of self, resulting in the sense 
that their own behaviour was ego-dystonic or perhaps not part of themselves. Both the 
circumstance of mania not being recognised by others and the clients’ sense of their own 
behaviour not reflecting their real self, yet being unable to live this elusive real self, gave rise 
to the impression that the isolation was not only felt due to a separation from others but also a 
separation from their own self. It seemed to reflect the experienced absence o f a self.
“Being overwhelmed by certain feelings o f meaninglessness and 
emptiness in a sense, o f vulnerability. They would find that 
[relating to others] too painful and would resort to the defences 
[of mania and depression], yeah, to protect themselves. [...]
Because if they didn’t have that, they felt they would completely 
be utterly exposed [the emptiness]. ” (RD, 2/77-78; 4/I42-I44)
The sense of never being without the effects of BD was also expressed in comments 
on the episodic nature of BD. Practitioners felt that the continuous cycle of episodes resulted 
not only in mental and physical exhaustion but also in a form of anticipatory pain, particularly 
exhausting as this potentially taints also the somewhat euthymie periods, leaving the 
individual with no periods of respite at all:
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“...that sense o f ‘Oh, I  think I  know what’s going to happen 
now’, you know. I ’m going to be going into a depressive phase 
and how bad is that going to be?’ You know, that constant sort 
o f shifting o f mood is often difficult to manage. ” (IF, 5/204)
Loss o f  identity
Participants also described an observed loss of identity consisting of the individual 
losses of relationships:
“The damage [BD] can often do to relationships, and the fear 
that people will treat them differently. [In a BD- 
psychoeducation group] people were talking about the sense 
that other people saw the bipolar before they saw them, in a 
way. That they saw the bipolar as being the main part o f who 
they were, rather than being table to see their personality first. ”
As well as losses of control and agency:
“People are watching you and they are commenting. I  think 
that’s the other thing they all talk about, you know, that when 
they feel, when they feel a bit o f life that people are commenting 
on it and saying ‘Ah look, you ’re going high -  you didn ’t sleep 
enough last night, or you’re drinking too much coffee.’
Fverything would be under scrutiny. ” (BC, 10/340-343)
Experiences like this are described as leading to a sense of “becoming the illness”, not 
being seen as a person with full rights and being denied the agency and power of an adult 
person, ultimately resulting in the loss of identity.
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Effects of personality
One psychologist hypothesised that these losses might be particularly painful to the 
“bipolar personality” whose usually high level of functioning might make being 
incapacitated even more of a struggle for them, resulting in the alienating sense that they are 
not themselves and have lost their identity to the illness:
“...since suicidality is so common in bipolar I  suppose... it 
sounds awful to say... but it’s often the sort o f high functioning 
people who tend to get diagnosed with this and it’s often 
about... having the insight and kind o f perhaps coming to a 
point... realising that erm... what their life is like and that the 
consequences [of their actions] are not for them but for their 
2/ 57-67)
The same interviewee also felt that a certain impulsivity and exaggeration in 
experience characteristic for the typical bipolar personality increased the risk for acting on 
suicidal feelings:
“...it’s so common because people are hyper and once they 
decide something, they have to kind of go, they act, they are 
much more impulsive so that... [they] think about doing 
something and then do it without really [...] thinking about the 
consequences.. .” (BF, 2/57-6]; 4/177-775)
Loss o f Self
Some bipolar-specific factors were referred to as having further reaching effects than 
an altered sense of identity -  a loss of self. The experience of the mood’s changing from 
manic through euthymie to depressed was described as not only exhausting but as enormously 
tragic for reasons concerning the individual’s sense of being and sense of self. A counselling 
psychologist described her impression that the mood changes paralleled an experience of 
coming alive and dying:
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“...ifs  like you’re re-bom, you’re awakening and you’re 
starting to smell the air again and you can see colours and 
everything becomes rich again. [...] and the minute she tastes 
something, this was amazing, but then it [was] taken away, [...] 
being killed [by] being sectioned, it’s just such an extreme 
loss!!” (BC, 5/]59-181)
It seems that this participant felt that the individual with BD may experience the 
surfacing from a depressive episode or the beginnings of a manic episode as “becoming 
themselves” again. The natural waning of the mania or the artificial termination through 
medication means an end to the self. Hindered in being herself, by mood or medication, the 
individual feels condemned to an empty existence of feeling neither alive nor herself.
“And then the minute she would grasp that and start to enjoy it, 
she would make herself so, you know, put herself in such 
impossible situations that she would be sectioned, and they 
would literally physically hold her down and give her so much 
medication to put her back into this passive state, where she just 
felt like cement. ” (BC, 5/161-164)
The numbing caused by depressed mood or medication brings about a loss of 
experience, of perception of familiar cognition -  all that ordinarily confirms for an individual 
their personality and identity -  is taken and prohibits a sense of continuity of self.
In contrast to for instance unipolar depression, the repeated changes of mood in BD 
were reported as bringing about an experience of repeated dying and of having no options:
“And she just had, she, there was no way out. And the minute 
she feels something about life, it cannot sustain, because you 
know it’s not safe, or it would die naturally. ]...]lt just feels too 
impossible. I f  you’re just depressed, you can aim to maybe get a 
bit better and feel life a bit more. But for a bipolar person, [...] 
the minute [they] start to feel something in [their] body,, in 
[their] mind, with [their] senses, it would have to be killed off
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through being sectioned. So there is nowhere to go...” (BC,
5/767-776)
Linked to this was also the painful experience of a constant absence, observed by 
several participants, a mourning almost for the life and the self these people knew, but could 
not live:
“It’s a combination o f there’s nowhere to go because if I  go into 
the direction o f wellbeing, o f feeling better [...], I  go so high it 
cannot be sustained, plus I  have tasted what life can be like, and 
I  know I  can’t ever have that, and then you go back into feeling 
dead [...] and being fed  because you can’t eat. [...] So they’re 
lost because they can’t hang on to it, it’s just a passing through.
I t’s just like, you know, they have a short period o f time where 
they have that, and where they ’re not unwell and they are living 
to the full and they feel things, but that can only sustain itself fo r  
a very short time before the whole thing unravels and things 
start to go wrong... And some people can have this -  they don’t 
have to be dead and they don’t have to be hyper, they can just 
feel life and live, and for me that is so cruel. ” (BC, 5/188-6/277)
This aspect of there not being a way out or no safe middle and of nowhere possible to 
go, evokes a sense of there not being a place for these individuals to be themselves. Trapped 
in an “undead zone” there seems nowhere safe to go towards to be truly alive. Interestingly, 
another participant, a psychoanalyst, described similar circumstances regarding the lack of a 
middle ground when talking about the individual’s difficulty to relate to others due to an 
excruciatingly painful emptiness. Here, the mania and depression are understood as 
strategies unconsciously employed by thé individual to avoid feeling this underlying 
emptiness, implying that neither in mania nor in depression is a real self approximated or 
expressed:
“You’re sort o f either grandiose, a grandiosity as such, or a sort 
of, um, or like the opposite, being wonnlike or being worthless 
as such. And yet, you know, these are like defences, and it felt 
like they were protecting themselves against a sort o f real
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emptiness in that way. Well, there was some in-between, but 
again the in-between was like a managed sort of, they could 
manage, they could engage in the work, [but] they found that, or 
it seemed they found that hard. Very hard to go to, to engage 
with that.” (RD, 3/101-104)
This aspect of emptiness seems to resonate with the absence or impossibility of life 
described by other participants. It provokes a sense of frozenness, of loneliness and 
entrapment that may be related to the sense of utter isolation that individuals were described 
to experience and which, too, was indeed identified as a further reason for suicidality, and 
although it was not seen as bipolar-specific it seemed that this isolation was of a particularly 
profound and absolute nature in comparison to other mental health conditions:
“...their painful fear o f dependency -  this had a heightened 
fragility about it, and heightened fear about it, really. ” (RB,
2/86-5/95)
Connecting with these painful feelings of emptiness, lack or absence was understood 
as suicide-inducing by participants.
Nature of bipolar suicidality
The responses regarding the nature of suicide, too, fall into four categories: suicidality 
as communication (function), psychological pain in suicidality (effect), the process of 
suicide and the emotional uniqueness of borderline suicidality. These are each described 
in more detail below.
Suicidality as communication (function o f  suicidality)
Suicidal feelings were seen as a. form  o f  communication for experiences that could 
not he verbalised or expressed in any other way. A counselling psychologist specialising in 
dialectical behaviour therapy (DBT) and hence familiar with meaning and function of forms 
of self-harm, explained suicidal behaviour as a “cry for help”, however, importantly not in the 
derogatory way so often heard:
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“...they can’t say to you 7 need help, I don’t know what to do, please 
help me’. So they might engage in some suicidal or para-suicidal 
behaviour. [...] They are telling you how bad things are and saying 
‘Please can you help me?’” (GE, 2/46-50)
Psychological pain (effect o f suicidality)
All participants agreed that suicide was for the individuals an intensely 
psychologically painful and deeply distressing experience,
“So my impression o f the nature o f suicidal feeling, I  think it is 
fo r many clients acutely painful and difficult” (GE, 3/95-96)
which was exacerbated by its “unspeakableness” -  individuals were described as 
being utterly isolated not only through their paralysing depression but further by their sense 
that suicidality was so alienating, so painful that they could not share it with others:
“...it’s just such an uncomfortable, distressing place to be, something 
that you can’t share, something that you feel very alone with.” (IF,
5/ 87-84).
It was this excruciating psychological pain that participants saw as leading to suicide 
as a solution, a way out of this unbearable situation. Interestingly, individuals were also seen 
as deriving a form of comfort from having merely suicidal thoughts, which was considered to 
be potentially maintaining the suicidality:
“But I ’ve also had people who have talked about these thoughts as 
being something that’s almost comforting, because it would be an 
opportunity to end that discomfort. So sometimes 1 think people get 
possibly sucked into that in a way. ” (IF, 3/84-87)
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The process of suicide
The process of suicide included thoughts concerning the logistics around finding the 
right time with regards to their mood and energy levels as well as observations of an absence 
of thinking or tunnel vision:
“...the thinking stops. [It] will all revolve around how to do this 
task, and not the bigger level o f what this means or whether you 
should be doing it or not” (BC, 9/309; 9/329)
an increase in activity necessary to attempt suicide:
“...and they would be thinking that actually I  have to do it the 
moment I  have the energy to do it, because if  I  wait too long, I  
will be so high and I  will be sectioned and they will bring me 
down and I  won’t be able to do it. ” (BC, 10/366-368)
and a letting go of oneself, one’s life and of hopes for the future:
“...but there’s also some sense o f letting go, [...] o f letting go o f 
oneself and expectation and . . .” (BC, 10/347-349)
Emotional profile o f bipolar suicidality
One participant was able to identify a uniqueness in the emotional profile of bipolar
suicide:
“...the utterness o f just doing away with themselves, yeah? I t’s 
like they’ll never change, they’ll never get over it, yeah? And 
that’s the difference. I t’s the sort o f the degree o f annihilatory, 
you know, sadisticness, you know, to just do away with it.
That’s the intensity o f it. That’s what I  felt was different from  
working with, sort of, those who have suicidal ideation or... But
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here i f s  sort o f like there’s nothing that lives on. Yeah? Total 
annihilation in that way, yeah? [In other suicides it] is like 
something will be gotten rid of, and the fantasy that there’s, you 
know, a part lives on that can observe this. I t’s not total, you 
know, absolute. It felt like in these instances, this was 
” (jRD, 6/207-272 + 255-245)
The same sense of the absolute was also noted by another professional 
as characteristic for bipolar suicide:
“...there’s no life, um, and therefore, you know, it’s quite clear 
why they would have a better rate o f killing themselves. It 
doesn’t surprise me at all. I  didn’t know the statistics, but it 
makes perfect sense to me. ” (BC, 8/296-298)
Professional concerns
All participants addressed various professional concerns of working with this 
particular client group such as the effect on the professional, core aspects of the work and 
challenges in the work with BD.
Effects on the professional
Professionals mentioned only negative effects when talking about the experience of 
working with individuals with BD. They reported feelings of helplessness, overwhelming 
responsibility, guilt and anxiety, resulting in several professionals identifying BD as the 
presentation they consider most difficult to work with compared to others. A counselling 
psychologist explained her feelings of helplessness as resulting from the sense that the help 
she had to offer often seemed inadequate in the face of the enormity of the clients’ 
experiences:
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“I  think for the clinician, you can feel helpless yourself [...] 
you can feel that what you have does seem like a sticking plaster 
in the face o f terrible experiences o f distress. ” (GE, 5/186-188)
Several participants specified their concern around the clients’ feelings of suicidality 
as affecting their sense of responsibility and raising anxieties around potentially inducing a 
suicide attempt:
“You know, it provokes such high anxiety. One’s suddenly 
aware o f one’s responsibilities, and the consequences o f all this, 
what may happen. ” (RD, 8/290-292)
Another psychologist took this line of thought further in sharing how she would 
manage her thoughts and feelings of guilt if one of her clients were to attempt suicide:
“I  suppose all you can do you do is sort o f encourage them to 
monitor their own kind o f “mood ”, but know in the back o f your 
mind that you're not going to be able to prevent someone who 
really wants to commit suicide. All you can do is sort o f give 
people alternative options, but in the end I  think, you know, it's 
up to them. ” (BF, 3/132-136)
This combination of great emotional demands and responsibility led to 
a heightened awareness of the need for good supervision:
“Do you know, I  think one o f the most important things when 
dealing with suicidal clients is to have good supervision? I  
think you need to be able to go and talk to colleagues, because 
inevitably you are going to get involved to a certain extent, and 1 
think that if  you don’t, then you’re probably not doing your job 
properly.” (GE, 6/202-205)
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Core aspects in the work
Participants referred to various core aspects necessary in working with BD such as 
increased attention to counselling skills, holding the hope, psychoeducation, empathy and 
non-judgmental attitude.
Basic counselling skills such as listening skills, building trust and being non- 
judgmental were considered necessary in enabling the therapeutic relationship working with 
this particularly sensitive experience:
“...to be able to show compassion to the challenges that people 
face, but also an understanding o f the, um, difficulties that they 
have when these things happen, when their mood changes, er, 
and I  guess that’s initially the way in. But also to be able to 
hear without saying things like ‘Well, i f  you did such and such it 
would be better’, or ‘I f  you just allow yourself some time, you’ll 
feel better’ or, you know, those sorts o f thing I  think perhaps 
don’t necessarily convey that you ’re really trying to hear what 
the other person is saying, so I  do try as much as possible to be 
able to listen without showing any sense of... without being 
.yAocW. ” (/F, 8/277-278)
In addition, participants mentioned holding on to the hope as fundamental in times 
when the clients were hopeless, thus temporarily keeping going both the psychological work 
and the client:
“...you need to be able to step out and say ‘actually, this 
situation is unbearable for this client. It truly is. And the 
feelings are totally understandable. But it is possible to do X, Y,
Z. We know that if  we can manage to persevere with this, there 
is some hope. ’ So it’s going back to the classic kind o f [...I you 
have to hold on to the hope sometimes with the c l i e n t . (GE,
8/264-267)
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Although recognised at times as simple or even inadequate measures, 
several psychologists recognised psycho-education as a crucial part of the 
work, intended partly as a source of empowerment, reassurance and comfort:
“I  think it’s important that people don’t think they’ve got to 
completely start from scratch. It may be resources that they 
have, it may be resources that they have around them, within 
their support network, that they haven’t necessarily been able to 
acknowledge and that can be quite useful. [...] A Relapse 
Prevention Plan [is] quite useful to be able to do that, to be able 
to recognise who there is around us to be able to ask for help. 
And if they were to pick up the early warning signs, then some of 
these more simple strategies could be beneficial. ” (GE, 9/308- 
315; 10/350)
A  bipolar-specific element of the work was to find the “middle ground” between 
depression and mania, i.e. to establish ways of maintaining euthymie mood and hence to 
prevent suicidality which involved increasing their self-awareness and control:
“OK, so what do we actually need to do in all o f these states, to 
get you back to where you want to be, i.e. with your children in 
this world? And this really worked very well. We used it mainly 
fo r her to learn to identify a bit more where she was.” (BC,
2/70-75)
Lastly, empathy and a non-judgmental attitude were recognised as essential in the 
work with bipolar suicidality:
“...to be able to show compassion to the challenges that people 
face, but also an understanding o f the, um, difficulties that they 
have when these things happen, when their mood changes, er, 
and 1 guess that’s initially the way in. But also to be able to 
hear without saying things like ‘Well, if you did such and such it
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would be better’, or ‘I f  you just allow yourself some time, you’ll 
feel better’ or, you know, those sorts o f thing I  think perhaps 
don’t necessarily convey that you’re really trying to hear what 
the other person is saying, so I  do try as much as possible to be 
able to listen without showing any sense of, without being 
.yAocW" (7F, 8/277-278)
Challenges in the work
Participants described the difficulties inherent to the work with individuals with BD: 
working empathically, assuring adherence with medication and relapse prevention 
measures, navigation of critical moments, having to accept the limitations inherent in 
the work and, fundamentally, the situation of attempting to undertake relational 
psychological work with this particular client group were identified as particularly 
challenging aspects of this work. This resulted in some participants experiencing this 
presentation as one of the most, if not the most, difficult to work with.
Although recognised as paramount in the work, feeling empathy with the clients’ 
horror and despair was identified as a particular challenge in this work as well as the 
necessary maintaining of boundaries. A counselling psychologist describes the need to 
remain able to think and judge in order to provide best care:
“And being able to tolerate all the anxieties around that and not 
give in to taking them into hospital, just wrapping them up in 
cotton wool. So the challenges -  and to be able to hold on to 
your own feelings and not letting anxiety that you’re 
experiencing influence things. [...] it’s about monitoring your 
own experiences and managing them. But also being able to 
think clearly about what you need to do. ” (GE, 8/28/2-287)
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At the same time, the need for empathy with the suicidal emotion however, was 
described as particularly difficult as it was potentially so far outside even a practitioner’s 
frame of reference:
“...it’s one o f the most difficult things to be able to understand, 
working in the mental health field, that extremeness o f that sense 
that there isn’t any other option but to end your life. I  think it’s 
difficult to get a sense o f that” (IF, 2/76-78)
Assuring adherence with medication and management strategies was challenging as 
described by one occupational therapist because, to a certain extent, it meant acting against 
the clients’ interest:
“Often people will say, you know. I ’ll go to the doctors when my 
mood is low, but when my mood is escalating, why would I  
bother? Because I ’m enjoying that. And I  think one o f the 
challenges is to be able to help people appreciate that things are 
starting to change before it gets to that point. [...] So that sense 
o f being able to recognise that although perhaps initially this 
feels enjoyable, it may lead to something that’s going to have 
negative consequences. That in fact can often be a challenge, I  
7/257-245)
The same participant also felt that certain critical moments in therapy had the 
potential to exacerbate suicidality through loss of hope:
“And then I  think people lose faith and I  guess in mental health 
that can be again a danger time if  somebody is feeling suicidal, 
if they sense that other people have given up, or that there isn ’t 
anything else to try, then I think that that is often a concern. ”
(IF, II/4I4-4I7  + 42I)
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This proved simultaneously difficult for the professionals as they struggled to accept 
the limitations inherent in the work. Sense of entrapment through no direction and sense of 
danger:
“[With] all the other problems, even if  someone is psychotic, 
even if they have a like a constant low level or recurrent 
depression, you always have the direction, but because here the 
direction has this implication o f possible threat, it isn’t really a 
direction, if  that makes any sense. ” (BC, 6/220-224)
This psychoanalyst describes the complication of working with the therapeutic 
relationship with these individuals, whose presentation he understands as partly consisting of 
a terrible emptiness and isolation, rendering relating to a therapist not only terribly painful 
but potentially making therapy impossible:
“To basically to relate to me, which meant the relationship.
They couldn’t at the beginning -  to relate would be to sort o f 
play in the transference, to invent, to feel, yeah. And that was 
prohibited. That was not allowed, because it would result 
almost like in sort of, um, a defence, the resurrection o f a 
defence o f mania or depression. So it’s sort o f tricky work in a 
way, you know, trying to sort o f like deal with that and knowing 
that these defences are going to be employed against a certain 
sort o f like, an emptiness o f relationship that would be revealed 
in the transference. So it’s really, it was very hard work for  
me.” (RD, 4/134-140)
These exacerbating circumstances generated through intense pain, a sense of 
entrapment and utter isolation for both the clients and the practitioners meant that the latter 
experienced this presentation as one of the most difficult to work with:
“I  find it one o f the most painful things to work with, I  have to 
say. Because [if the client] has that expectation, or that non­
expectation 1 might say, that actually there’s nowhere to go, it
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makes it very difficult fo r the therapist to go anywhere. And I 
think it’s all about staying with that. ” (BC, 6/220-232)
and even deliberated whether one might have to limit the psychological work with 
this client group to supportive work only:
“...the impression I  get that [...]you know, is that supportive 
work is the best thing, and even in this case maybe with the 
assistance o f some medication. I ’m loath to say this, um, yeah, 
that may be quite necessary and helpful, that something else is 
used to contain. To rely on the analyst to contain such people, 
or those two clients, is insufficient. ” (RD, 9/300-304)
Discussion
This study’s research question was: What is your experience of suicidality amongst 
individuals with Bipolar Disorder? Thus, the findings represent a broad picture of the 
professionals’ experience with this client group including their views on the reasons for 
suicide, the nature of suicide, as well as their own professional concerns.
Participants in the study identified a number of bipolar-specific reasons for 
suicidality, such as particularly distressing symptoms, an impulsive personality described as 
characteristic for individuals with BD and intense psychological pain due to the effects of the 
condition and life circumstances. In sum, these were described as evoking an extreme sense 
of isolation, a loss of identity and eventually a loss of self. Participants further described the 
function, effect, process and distinctive emotional profile of bipolar suicidality. Their 
account of the nature of suicide comprised the description of suicidal feelings as a form of 
communication to ask for help, as causing unbearable psychological pain, as involving the 
processes of letting go and finding the right moment as well as of it being distinguishable 
from other experiences of suicidality in its intensity and aim for absolute self-eradication.
The third suh-theme regarded the professionals’ own concerns: Participants 
commented on the difficult effects that their clients’ suicidality had on them, the core aspects 
of their work together such as deep empathy, holding the hope and psycho-education as well
199
as on challenges in the work including such factors as working empathically, accepting 
limitations, assuring “intervention” adherence, management of critical moments and working 
relationally.
Whilst various themes found in the participants’ narratives can be identified amongst 
the established suicidality literature and BD literature, this study presents an original 
exploration of practitioners’ views of potential idiosyncrasies of suicidality amongst 
individuals with BD as well as of the effect that the psychological work with this particular 
client group had on the practitioners. It highlighted the sense of futility present in 
practitioners’ portrayals as well as the need for phenomenological first voice research that 
aims to report the individuals’ lived experience, as further explained below.
General observations of the data overall showed an at times somewhat academic, 
quantitative approach to the research question represented by a slight emphasis on 
quantitative content such as lists of factors and circumstances and few descriptions of 
emotional conflict or complexity. Whilst this is to a certain extent to be expected when 
conducting a second-voice rather than a first-voice investigation, considering the emotional 
turmoil and complexity inherent to the suicidal emotion as reported in the previous study 
(Malden, 2013), this seems noteworthy. The majority of participants did not focus on their 
clients’ despair and terrible conflict between life force and suicidal urge, but rather described 
a bigger picture consisting of contributing circumstances, factors and strategies. It is of 
course unclear whether this study’s participants were unaware particularly of the clients’ 
internal and potentially not-verbalised battles or whether the manner of their delivery is a 
result of their professional approach to the topic. The level of empathie descriptions varied 
across professionals’ modalities (e.g. psychoanalysis or DBT practitioner), suggesting that 
professionals’ choice of representing their clients’ situations may be influenced by the 
therapy model they endorse. However, it is not possible to deduct from this data any 
judgment of quality of actual therapeutic relationships and empathy. It does suggest though 
that in order to gain an insight which is as genuine as possible into a lived experience, it is 
necessary to conduct qualitative and importantly first-voice research. Jobes (2004), arguing 
against a top-down quantitative assessment of suicidal states in favour of a bottom-up 
qualitative approach, warns that the prevalent endeavour to concretely identify quantitative 
correlates of suicidality may have led to essential features of being suicidal being overlooked 
during the advancement of this field. Webb (2010) argues strongly for a phenomenological
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approach to suicidology and follows suit by presenting a phenomenological account of his 
own suicidal experiences, written in the first voice.
The struggle between the survival instinct and the suicidal urge, described with such 
urgency and despair by the participants in the previous study, was not touched upon in this 
study, and instead the professionals’ emphasis appeared to be the uttemess and absoluteness 
with which, in the professionals’ view, the suicidal wish seemed to be experienced by the 
individuals. The reasons for this can of course only be speculated upon: it is possible that 
this is a result of the clients’ difficulty to verbalise or express in other ways, their internal 
conflict. Alternatively, it may be a reflection on the magnitude of the impression that the 
encounter with those emotions has on the professionals, resulting in them seeing only the 
terrible extent of the suicidal person’s intent and overlooking the opposing feelings driven by 
the survival instinct.
Reasons for suicide
Whilst the effects of loss of identity and self are not specific to BD (e.g. see Baker, 
Procter & Gibbons, 2009 for an overview), the reasons as depicted by the participants here 
have shone light on the particular effect of BD symptoms leading towards a loss of identity 
and self as well as eventually towards suicidality. In particular, the narratives in this study 
revealed the professionals’ impression of a painful lack of life in their clients, caused by a 
sense of there not being a place or time for them to be their real selves between episodes of 
depression and mania. It is important to note that whilst the temporary nature of the episodes 
demarcates an apparent beginning and end to the presence of the sense of self it does not 
constitute an aetiological explanation for this apparent “damage” to the continuity of self. 
Based on the observation that oftentimes in the families of manic-depressive patients the child 
serves the need of others and is not seen as having a separate identity in its own right, 
psychoanalytic literature (e.g. Atwood, Orange & Stolorow, 2002; Leader, 2013; Miller, 
1987) suggests that the bipolar child’s self is not developed and in its place has formed a 
brittle self, constructed according to the parents’ expectations. Mania then functions as a 
temporary relief from the compliance with the parents’ demands. However, the exaggerated 
search for life and the real self in mania quickly deteriorates into disorganised chaos and 
collapses, sending the individual back into the state of compliance and loss as experienced in
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the.depressive phase. Psychosocial approaches, too, highlight the disruptive effect that early 
onset BD can have on identity formation through the disturbances caused by the condition in 
adolescence (Inder et al., 2008), suggesting that the lack of a sense of self may be grounded in 
a poorly developed self rather than BD’s adverse effects on quality of life.
This lack of an identity or self also resonates with the painful inner emptiness and 
isolation mentioned by participants against which mania and depression were described to be 
defences. The terrible, all-pervasive sense of isolation that participants sensed in their clients 
might be related to the absence of a self in such a way that the isolation might not be due to a 
lack of people to relate to (e.g. lost friendships due to BD) but rather to a lack of self to relate 
to others with. In support of this conceptualisation one might draw on studies observing 
increased severity of symptoms and greater risk of suicide in early onset bipolar (e.g. Ernst & 
Goldberg, 2004; Schurhoff et al., 2000; Perils et al., 2004) in combination with a 
psychosocial view of the development of BD explaining the adverse effect of BD on identity 
formation, hence being suggestive of the scenario in which early onset BD with a potentially 
greater damage to the self may result in an increased risk for suicide.
This lack of self might be seen as further reflected in the distinction participants made 
between bipolar suicidality and suicidality found in the context of other mental health 
conditions. Participants identified an absolute degree to which the individuals wished to 
eradicate themselves and compared this with other suicidality where individuals might 
harbour a fantasy in which part of themselves carries on living to observe the effect their 
passing away might have on the bereaved.
Jobes (2000; Jobes & Ballard, 2011) also touches on the suicidal individuals’ reduced 
ability to relate to others by conceptualising suicide as an essentially relational phenomenon. 
He argues that a relationship with a significant other or a professional may have the potential 
to bridge the suicidal person back to life and emphasises the inherently relational nature of 
the human being. Based on this argument is the approach of meeting the suicidal person with 
intense empathy and of stressing the importance of the therapeutic relationship as endorsed 
by the ABSCHI Group.
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Nature o f suicide
In addition to the above mentioned wish for self-eradication participants referred to 
suicidality as a form of communication, as extremely painful and as requiring a process of 
letting go of the self and the future. The aspects of suicide as communication (Linehan, 
1995) and as psychologically painful are established concepts in suicide literature (e.g. 
Shneidman, 1996; Williams, 2002; Joiner, 2007)
Professional concerns
Lastly, professionals’ narratives revealed a dynamic of tension between their empathy 
and understanding for the clients versus their obligation to ensure treatment adherence and 
essentially to prevent suicide. Their perceived responsibility for their clients’ wellbeing and 
their professional duty to safeguard and promote symptom management made it necessary to 
at times oppose their clients’ wishes. The clinicians’ internal dilemma might become played 
out externally in a power struggle between professional and client where a focus on 
medication and potential hospitalisation may affect the client’s sense of control and agency 
(Priebe, Chase, Watts & Matanov, 2005). This can lead to a disruption in the therapeutic 
relationship which has been recognised as particularly critical in times of suicidal ideation 
(Michel et al., 2002; Orbach, 2001). Professionals described difficult emotions raised by a 
client’s suicidal crisis and the need to manage those to ensure the client’s best care (Jobes & 
Ballard, 2011). The inherent difficulty of embarking on psychological therapy, in particular 
involving modalities working at a deep relational level, with this client group was raised. 
Once more, this might be understood in the context of the lack of self, leaving the individual 
with nothing to relate to others with and instead creating an internal emptiness which renders 
relational work challenging.
Limitations
A number of limitations may be raised. Firstly, it is important to note that a 
controversy exists regarding the differential diagnosis between borderline personality 
disorder and bipolar disorder. Whilst it follows that some of the gathered data may refer to
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BD presentations it is argued that this uncertainty is part of the lived experience investigated 
in this study.
The use of second voice participants, i.e. the investigation of participants’ impressions 
of a third party’s experience, may result in less rich data. However, the professional 
population constitutes an important group of key informants with a wealth of experience 
offering a much broader, if not deeper, insight into the studied phenomenon.
Implications for practice
The challenges for professionals working with this client group indicate a need for 
regular, good quality supervision as well as space for self-reflection and capacity for self­
containment, so as to manage the necessary intense empathy, own difficult emotional 
responses and conflicting aspects of the work. Furthermore, a therapeutic approach 
incorporating attention to self-awareness and connection with internal experience might be of 
benefit to clients.
Conclusions
Professionals’ accounts of their impressions of suicidality amongst individuals with a 
diagnosis of BD describe severe effects and painful experiences centring on an experienced 
lack of self, illustrating the relationship between BD symptoms and suicidality. Professional 
concerns are raised, giving insight into the challenges and core aspects of the treatment, 
which in turn may improve awareness and provision of support and fundamental elements of 
treatment for both professional and client.
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Reflections
Conducting this piece of research was a very different experience to the one 
undertaken previously (i.e. interviewing suicidal bipolar individuals themselves). The nature 
of the data provided by most (not all) of the participants was much more factual, was often 
given in the form of lists and provided more breadth than depth. Whilst this was probably to 
be expected from the “triple hermeneutic” nature of the study, where participants were not 
only conveying their own experiences but also describing those of others, it made for a much 
less emotional experience and at times made me wonder what our clients might experience in 
the NHS as they approached the psychological services in the hope of understanding and 
possibly healing. Whilst it is of course impossible to infer any judgment on particular 
therapeutic relationships from the data in this project, it made obvious the potential gap 
between the clients’ and the practitioners’ experience and highlighted the need for empathie 
practice. I wonder whether this experience somewhat parallels my feelings of guilt and 
sadness at the loss of my friend who committed suicide and had a diagnosis of borderline 
disorder. The move from the design of the first study which allowed me to get immersed in 
the individuals’ experience and feel as close as was possible to what Michelle’s experience 
might have been, towards the somewhat more rational and distant second study seemed to 
mirror my moving on from Michelle’s passing away. Towards the end of this study I have 
come to realise that suicide and BD have become a professional issue for me. Together with 
co-facilitating a bipolar psycho-education group, seeing bipolar clients for individual work 
and familiarising myself with the literature, I feel I have developed away from my personal 
connection with this topic and more towards a professional approach. Whilst an increased 
theoretical understanding certainly does not equal a decrease in empathy, it still raises 
anxieties in me about a future career in this profession where political pressures, workloads 
and time constraints will make demands on my continued ability to empathise and maintain a 
client-oriented approach. This concern is confirmed by one of this study’s findings, namely 
the tension professionals reported experiencing between their empathy for their clients and 
their professional responsibilities.
Conducting two projects on the same research topic meant that I entered the second 
project aware of the literature around suicide and of my own findings from the previous 
project. It required discipline to bracket these in order to remain open and unbiased to the 
data and the new participants. And whilst I certainly made efforts to stay as close as possible
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to the participants’ experience during analysis, I am very aware of the researcher’s influence 
in interpreting the data (Smith & Osborne, 2003).
I believe that aside from my experience with my friend Michelle, the reason for 
studying the topic of suicide lies in my interest in emotional experience and m y 
understanding of human beings as intrinsically relational. To commit suicide or to feel 
suicidal is the ultimate negation of any relation and one of the most extreme emotional states 
I can imagine. It takes my ability to comprehend emotions and to empathise to the extreme 
and raises incredulity as well as, frankly, curiosity at the enormity of this experience. I feel 
drawn to the suicidal person, wanting to side with them in their despair and wishing I could 
penetrate their utter isolation. There seems to be something about the idea of their loneliness 
that particularly speaks to the part of me that wants to help and prevent the ultimate and 
irreversible withdrawal. I realise that this desire to save and prevent constitutes an agenda 
that contradicts the use of intense empathy as therapeutic intervention recommended in the 
literature and I am, even after two explorations of this topic, still unsure as to what exactly 
the implications of this are. I am appreciating my personal therapy as a space to explore 
these aspects and am curious to discover what elements as yet unknown to me will emerge as 
a result.
However, what I am sure of is that I want to dispel the taboo, shame, huge anxiety and 
angst that surrounds suicide. If we all shy away from it how are we going to help? I consider 
it the responsibility of each mental health professional to be in touch with their own primitive 
anxieties regarding suicide and to be able to contain them sufficiently. For even if we are not 
currently suicidal and have hopefully never felt anything like it, being open to the other’s 
suicidality reduces the safe distance we keep to our own secret suicidal potential. Just 
becoming able to understand an enormous feeling like this, finding ourselves thinking “yeah, 
I get it. I can see how...” is terrifying and suddenly brings home our own vulnerability, our 
proximity to the abyss, our choice and fragility in being alive. Yet, rather than protecting 
ourselves from this frightening experience by not engaging with suicide, I believe that it is 
precisely this capacity of ours to understand and to empathise that holds the potential to help 
and to reach the suicidal person.
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APPENDIX A -  Project summary
Project summary
Mental disorders have a strong association with suicide (Cavanagh, Carson, Sharpe, & 
Lawrie, S. M., 2003). Certain diagnoses are considered to present the greatest risk of suicide 
(e.g. major depressive disorder [MDD], bipolar disorder, anorexia nervosa [AN], 
schizophrenia, and borderline personality disorder [BPD]) (Joiner, van Orden, Witte, Rudd, 
2009) and it is common that individuals suffered from an axis I psychiatric disorder at the 
time of their suicide (Conner, Duberstein, Con well, Seidlitz, & Caine, 2001).
Consequently, research focuses on identifying the predictors and precursors of suicide 
attempts, with the aim to facilitate prevention of future attempts through advanced 
recognition of general risk and acute crises. However, the mere diagnosis and prediction of 
suicide risk factors fails to appreciate the individual’s emotional and psychological reality. 
The view that suicide is merely a symptom of mental illness results in a lack of meaning and 
subsequent impersonalised treatment.
Recognising the complexity and uniqueness of human nature, the objective of this 
study is to focus on the experience of suicidality. As a complementary study to a previously 
conducted project, the researcher will interview key informants in order to contribute to the 
exploration of suicidality from a different perspective. The overall aim remains the focus on 
the exploration of the nature of suicidality with the aim to contribute to the literature on 
suicide.
To achieve this, the researcher will aim to interview between 5-6 professional 
individuals who have worked with suicidal people with a bipolar diagnosis in the past. The 
study will be qualitative in nature, so as to focus on the individual’s experience. To this end, 
the interview will be semi-structured, in that six broad questions will be put to the 
interviewees, encouraging them to recount their experience as freely as possible and to a level 
of depth comfortable for them. The interviews will be recorded, transcribed and analysed for 
the occurrence of themes, according to the method of interpretative phenomenological
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analysis. The interviews will take place in public buildings, preferably on University of 
Surrey premises, and will last for approximately half an hour. It is currently projected that 
the interviews and analysis will take place throughout the remainder of this year, 2013.
Participants will have been recruited via word of mouth and e-mails. They will be 
given an information sheet, a debrief form and will have signed an informed consent form 
(see appendices).
The results of the analysis will be summarised and presented in a narrative of themes 
and their implications will be discussed.
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APPENDIX B -  Information sheet University of Surrey
Department of 
Psychology 
AD Building
UNI¥ERSÎTY OF Guildford GU2 7XH
SURRE
Tel. 01483 686 931 
Andrea.Malden@surrey.ac.uk
Information Sheet
Working with 
Suicidality and Bipolar Disorder
You are being invited to take part in my postgraduate research. Please read the following to 
decide whether you wish to proceed with taking part in this project. Please also contact me if 
there is anything that is not clear or if you would like more information.
Purpose -  The goal of the research is to explore the nature of suicidality. I am investigating the 
nature of this complex emotion and potential characteristics that might be specific to bipolar 
disorder. It is hoped that results from the study will contribute to the understanding of what it 
is like to feel suicidal.
Participants -  You are being invited to participate if you have worked with a bipolar client 
who has experienced suicidal feelings in the past. I aim to interview approximately 6 
professionals.
Withdrawal -  You will be given this information sheet to keep and be asked to sign a consent 
form. You are still free to withdraw at anv time and without giving a reason.
Process -  I will ask you to take part in an interview which will take place either on the 
University premises or any another location more convenient for you. This will last for about 
30 minutes and will be recorded. I am interested in your clinical experience of working with 
suicidal individuals with a bipolar diagnosis, about how they may differ from others with 
suicidal feelings and what you have found valuable in working with them. The interview is 
‘qualitative’ in nature, which means that you will not be asked a list of questions but are invited 
to talk freely about your experiences and thoughts. We hope to have interviewed everyone and 
finished the project by December 2013.
Confidentiality -  All information that is collected during the course of this research will be 
kept strictly confidential. Any information will have your name and address as well as any 
potential references to clients removed so that you cannot be recognised from it. Your interview 
will be recorded (without your name), and the recording will be destroyed 4 years after the end 
of the project (estimated 31.12.2017).
Results -  The results will be presented in a research report which will include some 
anonymised quotes from the interviews to illustrate themes, but no quote will be used which 
could identify an individual.
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Organisation and funding -  University of Surrey, Guildford, School of Psychology.
Ethical approval -  The Department of Psychology’s research committee at the University of 
Surrey has reviewed this study as ethically acceptable.
Researcher -  I am a third year Psychotherapy and Counselling Psychology doctoral student. I 
have experience of suicide and suicidal feelings in close relationships and have worked as a 
Samaritan. I am aware this may be an emotive and difficult topic and would be grateful for 
your participation in this project.
For further information please do not hesitate to contact :
Andrea Malden, Department of Psychology, Faculty of Arts and Human Sciences, AD Building, 
Guildford, Surrey, GU2 7XH. Tel: 01483 686 931 (administrative office); Email: 
a.malden @ surrev.ac.uk
Dr. Dora Brown, Department of Psychology, Faculty of Arts and Human Sciences, AD Building, 
Guildford, Surrey, GU2 7XH. Tel: 01483 683 979;
Email: dora.brown @ sunev.ac.uk
Thank you for your interest in the research!
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UNIVERSITY OF
My name is   and I am interested in taking part in the
“suicide” study. I consent for you to give my name to the researcher involved so that he may 
contact me to discuss my participating in the study. I understand that I am under no 
obligation to take part in the research.
Signature...................................... Date.
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APPENDIX C -  Informed Consent Form
f  UNB^RSflYOF
SURREY
Informed Consent Form
I the undersigned voluntarily agree to take part in the study on suicidality.
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators of the nature, purpose, location and likely duration of the 
study, and of what I will be expected to do. I have been advised about any discomfort 
and possible ill-effects on my health and well-being which may result. I have been given 
the opportunity to ask questions on all aspects of the study and have understood the 
advice and information given as a result.
I consent to my personal data, as outlined in the accompanying information sheet, being 
used for this study and other research. I understand that all personal data relating to 
volunteers is held and processed in the strictest confidence, and in accordance with the 
Data Protection Act (1998).
I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating in 
this study. I have been given adequate time to consider my participation and agree to 
comply with the instructions and restrictions of the study.
Name of volunteer (BLOCK CAPITALS)
Signed
Date
Name of researcher/person taking consent (BLOCK CAPITALS) Andrea K. Malden
Signed ....................................... ................
Date ................................
Please send to;
Andrea Malden, PSychD Psychotherapy and Counselling Psychology, Faculty of Arts and Human Sciences, AD 
Building, University of Surrey, Guildford, Surrey, UK, GU2 7XH
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APPENDIX D -  Interview Schedule
University o f Surrey 
Department of Psychology 
AD Building 
Guildford GU2 7XH
f  UNIVERSITY OF Tel. 01483 686 931
p . / /  I  Andrea.Malden@surrey.ac.uk
Interview Schedule 
Working with Suicidality and Bipolar D isorder
The interviews will last between 30-40 minutes and some or all of the following open-ended
questions will be asked:
Can you tell me a little bit about your background?
What is your impression of the nature of the suicidal feeling in bipolar disorder?
What, in your opinion, is the most prominent feature about feeling suicidal and being 
bipolar compared to “other” suicidality?
Do you feel there are characteristics typical of suicidality amongst individuals with a 
bipolar diagnosis?
Why in your opinion is suicidality so common in bipolar?
Are there challenges in working with suicidality and bipolar disorder?
What is your focus in working with suicidality and bipolar disorder?
What in your opinion is the most helpful intervention or attitude in this particular 
work?
Prompts will be used respectfully, if necessary. For example:
• “Could you clarify?”
• “Could you tell me more about that?”
The interviews will be recorded to which participants will have consented prior to the 
interview.
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APPENDIX E -  Debriefing sheet
U M V E R S n Y O F  University of SurreyIRRFY Department of
Psychoiogy
AD Building 
Guildford GU2 7XH
Tel. 01483 686 931
A.Malden(S)surrey.ac.uk
DEBRIEF FORM
Title of research: Working with suicidality 
Researcher: Andrea Malden 
Supervisor: Dr Dora Brown
Your participant number is___________
Purpose of the study
The purpose of this interview was to gain a better understanding of the experience of 
suicidality. It is hoped that the insights gained from this study will ultimately contribute to a 
better and more personal understanding of the individual in the mental health service.
Confidentiality
All information that is collected during the course of this research will be kept strictly 
confidential. Any information that leaves the team base (investigator and supervisor) will have 
your name and address removed so that you cannot be recognised from it. Your interview will 
be recorded (without your name), and the recording will be destroyed 4 years after the end of 
the project (estimated end of 2017).
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Withdrawing your participation
If you wish to withdraw your interview data please contact the researcher under the above 
details with your participant number and any information concerning you will be withdrawn 
from the study.
Any further questions?
If you have any further questions or concerns about this study please contact me directly 
under the above contact details. A summary of the research results will be available by 
summer 2014. If you are interested in reading the paper resulting from this project please 
send me an e-mail or ring the above number.
Thank you for your participation in this research!
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APPENDIX H -  Ethics panel decision
Faculty of Arts and Human Sciences
Ethics Committee
Chair’s Action
Proposal Ref: 927-PSY-13
Name of Student/Trainee: ANDREA MALDEN
Title of Project: Phenomenology of suicide -  An interpretative
phenomenological analysis of practitioners’ perceptions of 
suicidality amongst individuals with bipolar disorder
Supervisor: Dr Dora Brown
Date of submission: 16^ *^  October 2014
The above Research Project has been submitted to the PAHS Ethics Committee and has 
received a favourable ethical opinion from the Faculty of Arts and Human Sciences Ethics 
Committee on the basis described in the protocol and supporting documentation.
The final list of documents reviewed by the Committee is as follows:
Protocol Cover sheet
Summary of the project
Detailed protocol for the project
Participant Information sheet
Consent Form
This documentation should be retained by the student/trainee in case this project is audited 
by the Faculty Ethics Committee.
Signed:
P rofessor B ertram  Opitz 
Chair
Dated:
Please note:
If there are any significant changes to your proposai which require further scrutiny, please contact the 
Faculty Ethics Committee before proceeding with your Project.
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APPENDIX J -  Contributors’ notes
Author Guidelines 
for the 
International Journal of Qaulitative Studies on Health and Well-being
Submission to International Journal o f Qualitative Studies on Health and Well-Being (QHW) 
is taken to imply that the same manuscript is not under consideration by another journal. If 
the manuscript forms part of a book currently in press, the authors should specify details of 
the publisher and expected date of publication.
Please note that the submitting author will be the principal contact for editorial 
correspondence, throughout the peer review and proofreading process, if applicable.
Plagiarism Detection Co-Action Publishing is a member of Crosscheck by CrossRef and 
iThenticate. iThenticate is a plagiarism screening service that verifies the originality of 
content submitted before publication. iThenticate checks submissions against millions of 
published research papers, and billions of web content.
Co-Action Publishing uses iThenticate to screen all submissions for plagiarism before 
publication, but authors, researchers and freelancers can also use iThenticate to screen their 
work before submission by visiting http://research.ithenticate.com.
ALL SUBMISSIONS SCREENED BY:
^  iThenticate
IV. Fteglarism Pfevemtkm
NB! Paper submitted after November 1st 2013 will incur a charge of €900 excl. VAT 
(Europe)/$1220 (rest of the world) for up to 10 typeset A4 pages (exceeding pages 
€45/$60 per page) - if accepted for publication. The publication of a Philosophical paper 
(up to 4 typeset A4 pages) will incur a charge of €500 excl. VAT (Europe)/$680 (rest of 
the world).
The publication of a Philosophical paper (up to 4 typeset A4 pages) incurs a charge of €500, 
excl. VAT (Europe), $680 (rest of the world).
For a list of universities/institutes and funders supporting Open Access publication, please 
check here. Additional information on how to claim reimbursement/support for publication 
fees can be found here.
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Waivers We offer a complete or partial fee waiver on a case-by-case basis for individual 
authors or author groups who do not have funds to cover publication fees. Please mail your 
request for a waiver to waivers@co-action.net before submission of your manuscript. 
Requests for waivers of the publication fee for manuscripts that have already gone through 
peer review or been typeset will not be granted. Editors and reviewers have no access to 
author payment information, and inability to pay will therefore not influence the decision to 
accept your paper or not.
Withdrawal of manuscript If you withdraw your manuscript after it has been typeset (but 
not yet published) you will be charged for the peer review and typesetting costs, €75/$ 100 per 
page.
Covering letter - in his/her covering letter, the corresponding author should reveal whether 
the submitted article -  or very similar work - has been previously published, or orally 
presented, or is under consideration elsewhere.
Title page Organize the title page in the following way: 1) title of manuscript, 2) name of 
author(s), 3) name of department(s) and institution(s), and 4) name and full postal address of 
the corresponding author who also acts as 'Guarantor' for all parts of the paper. The title page 
should be uploaded as a separate page, and not included in the main document that will be 
sent out for peer review.
Language All articles should be written in English - British or American as long as 
consistency is observed. SI units should be used. Please subject the manuscript to 
professional language editing before submitting the final version if you are not a native 
speaker.
Acknowledgements All contributors who do not meet the criteria for authorship should be 
listed in an acknowledgments section. Examples of those who might be acknowledged 
include a person who provided purely technical help, writing assistance, or a department 
chairperson who provided only general support. Financial and material support should also be 
acknowledged.
Conflict of interest and funding Authors are responsible for recognizing and disclosing 
financial and other conflicts of interest that might affect their work. State relevant financial 
(e.g. patent or stock ownership, consultancies, speaker' fees), personal, political, intellectual 
or religious interests. Funding for any type of publication, for example by a commercial 
company, charity or government department, should be stated. This applies to all types of 
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commentaries). A conflict of interest should not prevent someone from being listed as an 
author if they qualify for authorship.
Ethics and consent When reporting experiments on patients please indicate whether the 
procedures followed were approved by your regional ethics committee and/or in accordance 
with the Helsinki Declaration of 1975, as revised in 2008 
(http://www.wma.net/en/30publications/10policies/b3/17c.pdf). Please give date of issue and 
registration number, or other evidence of approval. Identifying information should not be 
published in written descriptions, photographs, and pedigrees unless the information is 
essential for scientific purposes and the patient (or parent or guardian) gives written informed
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consent for publication. Informed consent for this purpose requires that the patient be shown 
the manuscript to be published.
Title The title should be informative and accurate and at the same time trigger the interest of 
the reader. A short running head will be derived from the title to appear on each page of the 
paper.
Figures Upon acceptance please supply figures/graphics/images in at least 300 dpi. For 
further information please see Guidelines.
If the figures/graphics/images have been taken from sources not copyrighted by the author, it 
is the author’s sole responsibility to secure the rights from the copyright holder to reproduce 
those figures/graphs/images for both worldwide print and web publication. All reproduction 
costs charged by the copyright holder must be borne by the author.
When figures/graphics/images are reproduced, a parenthesis should be added to the figure 
legend thus: (Reproduced with permission from xxx.)
Abstract Articles must include an abstract of up to 300 words. The abstract should stand 
alone, enabling a reader to decide whether or not to proceed to the full text of the article.
Keywords After the abstract, please give 5-10 key words for readers looking for material by 
key word searching on Internet. Avoid using the same words as in the title.
Biographical details Include full name(s), current professional affiliation, and an email 
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communications and classical works.
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one author.
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review and proofreading process (if applicable).
2. I, the submitting author, warrant that I am authorized by all co-authors to 
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review process and beyond.
3. I, the submitting author, warrant that this manuscript -  or a very similar 
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4. I, the submitting author, warrant that the submitted manuscript is original, and 
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thereof, are in any way in violation of any existing original or derivative 
copyright.
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Gathering of Personally-Identifying Information
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APPENDIX K -  Sample of interview transcript
Interview 1
I = Interviewee 
P=Participant
P: OK, so my background -  I’m a counselling psychologist and I qualified about ten years 
ago and I would describe myself as a very traditional counselling psychologist, because I 
think when I trained it was at a time when it had come out of its infancy and it hadn’t been 
quite moulded into the CBT thing that it is these days. It was actually, for me, it was like the 
real counselling psychology, very much grounded in the therapeutic relationship, working 
towards wellbeing, and being integrative as well, and being able to tailor my interventions to 
whomever I’m working with. And I’m very happy that I had that ?? phase, because now 
when I teach people I hear, all I hear is CBT. I think it is quite special to have had that open 
training.
Let me just.... During my training I didn’t have much exposure to kind of severe and 
enduring stuff, but when I qualified, as a newly qualified, I started in a CMHT and at that 
time I think that because it’s recognised that CMHT work is actually quite hard work because 
everybody who comes fits the diagnostic criteria to get into a specialist service was going 
into this big melting pot. All these people who would be seen as untreatable there would just 
go to the CHMT. ‘We can’t have it because it’s too this and too that’ and at the same time, 
the people who are employed there, I mean, you hardly every meet anyone who’s a senior 
psychologist in a CMHT. It’s quite often quite junior people. And so was I, so at that time 
they were thinking ‘Oh my God, let’s make it more interesting for those newly qualifieds, 
and give them a rotation, and as part of that for one day a week I was in different services in 
the Trust, which made it very, very attractive because you get all this post qualification 
specialist experience and supervision. So that was great.
So I had the combination of having the CMHT post where I had exposure to kind of the sever 
end of things, and then for one day a week I was like on 8 months rotation and I had 3. But 
one rotation was also on a psychiatric inpatient ward. So, but there actually was probably 
more risk ??? (2 mins 39 secs) I have to say. My experience of bipolar in that first CMHT 
job was, how shall I describe it? I think usually what happened was that those people are 
naturally very difficult to manage because of the extremity of their experiences, and they 
would either engage very much or very little, depending on where they were, and that could
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be different. Some people would engage more when they felt low, some people would 
engage more when they were high, other people would do neither (laughs) and there would 
be just no continuity. And I think what happens in these situations is that social workers and 
kind of CPN and those people who work in communities are often, they stop responding 
appropriately because they have tried everything and they realise they can’t get much further, 
and then they would somehow always end up sending these people to psychology, I think. 
That’s what comes to be the main thing. That they say ‘yes, we don’t know what to do 
anymore’.
And yes, and then I would work with them and as a newly qualified, not being a specialist in 
bipolar disorder, I did, um, I did what my training has allowed me to do, which was engage in 
a relationship, wherever they were at that stage and time, to work with whatever was going 
on for them, really, and I had quite a few people who got very, um, very suicidal.
I’m thinking about one specific lady here, who had two children and her husband had left her 
for another woman I think and she was extremely up and down and she would frequently try 
to kill herself. Often when she didn’t show up for sessions it was very anxiety provoking. I 
would literally go next door and say to my social worker colleagues, you know, ‘can you 
please go and check on her?’. And she sometimes literally had her head in the oven with the 
gas on thinking she could gas herself and the husband like opened the door and stuff like that. 
So really horrendous, and two young children you know? And a lovely woman, so I think 
it’s very distressing for people working with client cohort we are because it’s so 
unpredictable and everything can change all the time, so even if you have a momentary sense 
of ‘maybe I’m getting somewhere here’ as a therapist, all that can be gone within hours and 
you can’t just build easily. I think that was the problem. So actually she was the client, and I 
can tell you this because you know my traffic light, who I developed the traffic light for, 
because part of the issue was, what I said to her was, like, ‘So how can we help you realise 
when you get to these stages, so that we can get you help earlier?’ Because she was a mother 
and she wanted to live on a general level, so she said, you know, ‘Help me to help m yself. 
And I said ‘Well we need to figure out how we can, how we can get to you earlier, and how 
you can let us know where you are’. So we came up with this traffic light idea of having 
three different kind of states of being, ie green, amber and red, and we would identify 
specifically what these states could be. And I know you know the traffic light. I’m just 
telling you now for your research (laughs)
I: Thank you
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P: Um, so you would have three states, the green, amber and red. And she would say in 
green she would feel OK, and she would be happy to see her children and she would be able 
to keep track of her thoughts and her emotions and behaviours and so on, and in amber she 
would feel, you know, depending of whether she was up or down, she would feel this or she 
would feel that, and then in red would be like ‘Oh, I’d wanna die’ you know. There’s no 
thinking involved anymore, and she would do certain behaviours for that. And then we had a 
third column where we then kind of outlined ‘OK, so what do we actually need to do in all of 
these states, to get you back to where you want to be, ie with your children in this world. 
And this really worked very well. We used it mainly for her to learn to identify a bit more 
where she was, because she was kind of flipping from one state to the other, as if she hadn’t 
noticed. It had just come about and she wasn’t clear what was happening. It was partly to 
help her to become more aware of what was happening what were the signs and the 
symptoms and also then to use it as a communication tool. And we had literally on there, for 
example, in amber ‘Call my CPN -  this is the phone number and this is the out of hours 
number’, to actually help her to do it, rather than just give her an idea and then for her to be 
too chaotic to follow it through.
And that really helped her a great deal, and just the ability to have a sense of control and a bit 
more, I don’t want to call it insight, but awareness of where she was. Overall, it actually 
helped her to not go into these states where she didn’t want to be here anymore.
I: Yes, that’s what I’m interested in. You said in the red stage, did she say ‘I don’t want to 
die’ or did she say ‘I do want to die’?
P: Well, when she was in the red state, usually it wasn’t in therapy or when she was with us
I: No, of course, yeah.
P: You know, it was on a Friday night or a weekend because the ex-husband has something, 
um, and usually sort of before we started to work together, she would want to die in that 
moment. However, having had the traffic light in place, but not in isolation, also with the 
system to support what needs to be done, of course, you know, whether that’s the out of hours 
support or whatever. It’s not good enough just to have the traffic light and she knows she’s 
in red, but there’s no-one to actually do anything about that, so that needs to be in 
combination as well, she would... Well, often she wouldn’t get to red, because she would use 
the traffic light to track where she was, and when she was in amber she would start to do
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things differently. As compared with before, she would just not notice and then go into red 
and then it’s kind of too late. So, so that was the biggest part, I think, for her to realise 
‘When I’m in amber, I need to do things differently. I need to get support then’, and she 
would then either, you know, ring us, when she wasn’t quite in green, but she wasn’t suicidal, 
when she was like ‘OK, I know where I’m heading. I’d better do something’. So quite often 
she wouldn’t get to red anymore.
It was all about awareness and having, I think, the physicality of having a document in hand, 
you know, that has colours and that is laminated and that’s on your fridge door and you see it 
all the time. It’s like a constant reminder of checking in -  where am I? And then, I think, 
writing out the signs and symptoms helped her to concretise her way of being to say ‘Ah, 
OK, when I feel like this and I see the colour next to it is amber, then I need to do something 
about it’, rather than luring herself, you know, she was to go on a high, thinking ‘I am OK, 
everything is good here’ (laughs) ‘I’m just spending a bit more money’ or ‘I’m doing a bit 
more of this’ or ‘I haven’t slept in days’. She would be able to have like an outside reference 
point as if another person was there saying ‘You haven’t slept in days’. Yeah?
I: And can you, do you think there is something about the suicidality in bi-polar that makes it 
special, makes it different? The reason I’m asking is, I don’t know if I mentioned it in my 
information sheet actually, probably not, that bi-polar people have got the highest success 
rate in suicide attempts, and they’ve, so they’ve also got the highest ?? (11 mins 11 secs) so 
when they do it, they do it. They don’t... they fail less often that people with other 
diagnoses. Have you got any ideas why that may be? Have you got any sense from your 
clients what it was like...
P: Well, I think that brings to mind some of the other jobs I did. Again, I’m thinking about a 
specific client, so up to that yes, you know I went to Hong Kong and did all sorts of things, 
and when I came back about 5 years ago, I was in what’s called the Support and Recovery 
Team, which is literally like a CMHT but a step up towards the severe and enduring side of 
things. Which is literally supporting the recovery that is really small, because it’s basically 
consisting of people who do not recover, I have to say.
I: That sounds like a fun job.
P: Yeah, I only did it for 18 months and I had a kind of like a bum out situation going on. 
Because it was so impossible to have the caseloads of people, and they were either bi-polar or
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had psychosis and schizophrenia. So they were all kind of on that spectrum, and they would 
all just, you know, get a bit functioning, and then they would relapse and would go back onto 
like a ward situation and stay there for months and come out and then we would meet again. 
And it would just be going on like that, and it was really tragic.
And there I had a woman, probably a bit older, she must have been in her late 40’s or so, and 
she had bipolar and she had 2 or 3 very, very serious suicide attempts. And again, she was 
just ?? (12 mins 54 secs) for kind of psychological input and I think working with her, I 
mentally used the traffic light because it worked so well, but because she was more swinging, 
I think her swings up and down were greater than the first client that I’ve talked about, where 
it was quite often kind of going low and then once in a while going up.
But this one was, um, she was either on a two year thing, being very, very low and feeling 
unable to get out of bed and feeling unable to function on a very, very basic level. Getting 
out of bed, having a shower. And then she would maybe over the course of 2 or 3 months, 
she would somehow pick herself up, get better and then she would have 2 or 3 months of this 
picking up period, putting things together in her life, and then on top of that, she would have 
2 months of being very, very high. To the extent that she would always be sectioned at the 
end of it.
So within 6 months of being very, very low, she would then end up sectioned, and then she 
would be medicated so heavily that she would go back on the low, and that was where she 
would remain for 2 years again. And she had been through this cycle all her life. And we 
discussed it quite openly that it was, I think she felt it was just such an unbearable no-win 
situation that she said that if she was always low, then somehow she would probably just get 
on with it, and if she was always high, she would naturally bum herself out and somehow die 
through doing something to the extreme, but because she was between these 2, and she said 
that the feeling that I get when I come out of feeling low, of having been low for years, and 
then you come out and she said it’s like you, it’s like you’re rebom, you’re awakening and 
you’re starting to smell the air again and you can see colours and everything becomes rich 
again. And then the minute she would grasp that and start to enjoy it, she would make herself 
so, you know, put herself in such impossible situations that she would be sectioned, and they 
would literally physically hold her down and give her so much medication to put her back 
into this passive state, where she just had like cement. And she just had, she, there was no 
way out. And the minute she feels something about life, it cannot sustain, because you know 
it’s not safe, or it would die naturally. And therefore she just couldn’t do it anymore in her 
mind.
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It just felt too impossible. And I think it’s this, yeah, there can’t be a real adjustment, and I 
always imagine it like when you felt really really low, heavy or dead, and then you taste 
something, you get an amazing taste in your mouth, that’s how I imagine it, and you feel like 
‘Wow, this is amazing, this is great’. And that’s the very thing, the minute you feel that, that 
then leads you to go back to this cement stage where you feel like that and you can’t move. 
So you can’t win, because you can’t aim for anywhere and you’re always.... If you’re just 
depressive, you can aim to maybe get a bit better and feel life a bit more. But for a bipolar 
person, or for this specific lady, she felt that the minute she started to feel something in her 
body, in her mind, with her senses, it would have to be killed off through being sectioned. So 
there was nowhere to go and she couldn’t easily.... I mean this is what we ended up working 
on, but to try to figure out this middle stage of having something that -  balances is a bit of a 
strong word for a bipolar person, but something that has, that’s somewhere in the middle. 
And whether that would be sustainable, because otherwise it’s felt to her like a living death, 
and the minute she tastes something, this was amazing, but then it being taken away by 
herself being killed in such a way again, ie being sectioned, it’s just such an extreme loss and 
it brings home the deathness of the depression, because you’ve actually tasted something, 
whereas a depressed person doesn’t get to that stage where life’s ?? (17 mins 36 secs), where 
you have a real strong positive amazing sensation.
I: It’s an awareness of a lack, of a loss.
P: Yes. It’s a combination of there’s nowhere to go because if I go into the direction of 
wellbeing, of feeling better, of feeling different, I go so high it cannot be sustained, plus I 
have tasted what life can be like, and I know I can’t ever have that, and then you go back into 
feeling dead and not getting out of bed and being fed because you can’t eat. Um, and so 
that’s how I think I have contextualised it very much, and I think the first lady, because she 
had children, it was slightly different because it made her function on a very basic level, in 
terms of getting up and you know getting the kids ready and all of that. And just through the 
ethics section, she had lots of support. And it was not like it the children were kind of left on 
their own. But the second lady, she didn’t have the same sort of support network, and I think 
part of the formulation that we came up with was that she, that the swings had become greater 
and more intense since she had moved away from where she grew up. And now that there 
was nothing to actually, to keep her kind of just on a very low level functioning, I mean we 
spent several therapy sessions for example just discussing on how she could put some of the 
clothes into the closet.
I: Wow.
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P: Because it was so level, so low level that she just was not.... She says T know I should be 
doing it, and I want to do it, I don’t want them to be over the chair, but I cannot physically do 
it. So, for her to even come to therapy and talk to me would be sometimes like the most 
amazing thing that she could do. And then to, if you imagine, I mean it’s hard for us to 
imagine, but imagine that state, and then suddenly, for a short period of time, to feel 
everything in a really positive way. So it is like a killing off, I guess, but you also know you 
can’t sustain the feeling bit. It’s just really horrible actually. Just saying it out loud makes it 
clear to me again how impossible it is.
I: Did you say she used to be low for 2 years?
P: Yeah, she would be low for a quite a, yeah, 2, 2 and a half, 3 years max. And then 
something would happen. I don’t know what because of course it was always monitored and 
stuff, but then she would very slowly things would happen, she would pick herself up and 
would start to do stuff around the house and go out and da da da. And then suddenly she 
would be, you know, I haven’t figured out exactly how many things went wrong, because it’s 
quite difficult to ?? (20 mins 35 secs) her when she’s low, she can’t even think about them. 
And she was very, very high. It would happen very quickly, and then she would be sectioned 
again. Yeah? So very, I find it one of the most painful things to work with, I have to say. 
Because I feel as though all the other problems, even if someone is psychotic, even if they 
have a like a constant low level or recurrent depression, you always have the direction, but 
because here the direction has this implication of possible threat, it isn’t really a direction, if 
that makes any sense.
I: So you as the therapist, you have sense of stuckness too?
P: No, more for her, that actually what are we working on here? You know, where can I take 
this? Because the minute I feel a bit better, this part of me has to be dead and has to be killed, 
and I can’t be left to my own devices kind of thing. And the, of course, if she has that 
expectation or that non-expectation I might say, that actually there’s nowhere to go, it makes 
it very difficult in therapist to go anywhere. And I think it’s all about staying with that and 
increasing awareness and finding micro ways of managing what is, because that’s all we 
ended up doing in the end.
I: Yeah
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P: Micro, you know how can you, yeah, put your clothes over the chair, from the chair into 
the closet and how can you realise when you start to go high and I don’t even know 
technically whether there would be anything the medics, the psychiatrists could do to make 
sure somebody who’s going up doesn’t go up too much. I assume that the minute that they 
notice they go up, that they would probably increase, you know, some depressive medication 
to certainly see that the person doesn’t go up too much. So there’s nowhere to go (laughs). 
It’s really horrible. Does that answer your question a bit?
I: Yeah, yes. That was very interesting. Actually something I’d never heard before about 
this, the minute they grasp, that was very interesting, the minute they try to get hold of life...
P: Yes, and the fear, you know the feelings -  I can totally imagine cos I saw her for quite 
some time being dead in front of me, this person. And then you would see her starting to 
suddenly put on a bit of a lipstick and to smile and to talk about maybe a good cup of coffee. 
So it’s very sensual I think and I always got the sense that, you know, when you’re depressed, 
you’re just so numb, and then when you suddenly start to feel your skin again and you feel 
maybe the wind in your hair and those very, very little tactile, sensual things that make life 
worth living you might argue. Then that would be the beginning of the end.
I: Yeah. That’s horrible.
P: Yeah, and you know, thinking about it. I’m just horrified just to imagine it again, because 
it’s so pointless. It’s pointless and so, and then they’re left with ‘well that’s making me, 
that’s putting me in an institution and making my life so impossible I must not go there’. But 
of course naturally at the same time, we have a tendency towards trying to get something out 
of life. So there’s all these, you know, these polarities and you can’t really work with them.
I: That’s what I thought. There’s a sense of polarity, or extremes and life would be in the 
middle, but there is no middle.
P: But there is no middle. And the minute they feel they have some middle, I think the 
minute they think something, or this specific woman I remember her very well. She would 
kind of be lost because they can’t hang on to it, it’s just a passing through. It’s just like, you 
know, they have a short period of time where they have that, and where they’re not unwell 
and they are living to the full and they feel things, but that can only sustain itself for a very
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short time before the whole thing unravels and things start to go wrong and they run around 
naked and start shopping and having sex with everybody. And everything just becomes 
totally crazy. But there is a short period of time, and I think that’s the bitterness for me, 
because it’s giving somebody a taste of what life might be like for some other people, at least 
in their imagination. And some people can have this -  they don’t have to be dead and they 
don’t have to be hyper, they can just feel life and live, and for me that is so cruel.
I: Yeah, yeah. Um,
P: Actually, it makes me feel quite emotional now.
I: Yeah, me too. Yeah, very much. Yeah.
P: I’m sure if I was in that situation, I would also try to kill myself, I have to say, because 
there’s no point and they’re not even, you know, because the treatments that we have, they’re 
not treating anything. They’re just keeping them stable enough so that they don’t kill 
themselves or hurt anybody else of themselves. And that’s not a treatment. That’s a prison.
I: Yeah -  a prison?
P: It’s a prison. Yes, let’s keep you depressed so you can’t do any damage to yourself, as if 
keeping depressed.... And I’m not saying. I’m not blaming them, because obviously there is 
no answer, but what I’m saying is that the way we approach and say this is the guidelines and 
this is what we should be doing, it’s not doing anything. It’s damage limitation. And that’s 
not a life. It’s not, you know, it’s not a treatment, there’s no life, um, and therefore, you 
know, it’s quite clear why they would have a better rate of killing themselves. It doesn’t 
surprise me at all. I didn’t know the statistics, but it makes perfect sense to me.
I: Did anybody of them ever talk about the feeling of feeling suicidal itself? What that was 
like? Because you mentioned they were quite sensual people, so I was wondering...
P: Yeah, I’m just thinking back. Not with these specific ones. I think. I’m thinking about 
another client who was a bit more outspoken about that. I think she had more like, there was
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more like post-natal kind of psychotic sort of stuff, but still these extreme states from, you 
know, the exhilaration of being a mother to then suddenly becoming sort of psychotic. So it 
had a similarity to it, and she did try to kill herself and I’m still seeing her now, privately, 
years later and she does a lot of work for the charity since she’s doing really well, but she 
just, I think, I think that there are two scenarios. One scenario is that they either, either the 
thinking stops in the sense that, you know. I’m thinking physiologically now so that there’s a 
stress response to make a decision and there’s a stress response that and the body can react 
and all their thinking is focussed on how to get this task done, rather than shall I go through 
it? Because we also know, you know, that I think I’ve read some research about that when 
people actually make the decision from decision to doing it is only about, roughly about 20 to 
40 minutes. From making the decision.
I: OK
P: So they might be thinking about for a long time, but once they think T’m going to kill 
myself today’ it’s a very brief amount of time. They don’t stay in this state very long, and I 
think that’s maybe also why actually in bipolar you might get more because when you, as 
without bipolar when somebody has been low and they come up to a high, then they are 
usually at great danger, aren’t they? And they have enough energy to actually do the deed.
I: Yeah.
P: So it is a very short amount of time and now conceptualising it, I think that there must be, 
kind of ??logically (28 mins 7 seconds) the system is geared on a stress response, which 
means that your thinking will all revolve around how to do this task, and not the bigger level 
of what this means or whether you should be doing it or not. That’s the one thing that I’m 
thinking about.
And the other one is that even mothers in their situation, they, they hang onto the belief that 
life will be better for everyone including their children. That they cannot step outside that 
and think that actually, you know, this might not be good for my partner or my child. That 
they truly, honestly believe they are doing others a favour as well, because they feel such a 
burden and they, and so there is this, this sense of kind of T want to die, but I’m also giving 
my life because I don’t want to be a burden any more’. So there’s very little time, if any, 
spent thinking outside ‘Actually, OK, I want to get the task done, and this is the best for 
everybody involved.’ And then it makes sense when you put these two together yeah you go
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for it, and you do it now. So I think, yeah, I think, and of course being mentally unwell and 
feeling like a burden, especially if you have gone into hospital and out several times, and 
people are watching you and they are commenting. I think that’s the other thing they all talk 
about, you know, that when they feel, when they feel a bit of life that people are commenting 
on it, and saying ‘Ah look, you’re going high -  you didn’t sleep enough last night, or you’re 
drinking too much coffee.’ Everything would be under scrutiny. So they would often feel 
they’re a burden and that everybody would be better off. And therefore, I think, yes, this 
specific one that I did talk to her for a long period time about it, and she said I love my 
newborn son, but she said it just didn’t come in the equation really, and she just wanted 
things to end, and she thought it was for the best. And that’s where the thinking stops. So, 
um, and it’s part frustration, but there’s also some sense of letting go, if you were to try to be, 
it is more neutral as well, of letting go of oneself and expectation and ..
I: What was the first thing -  frustration. You said it’s partly something but also letting go. 
Frustration?
P: Now what did I say? It’s partly, I don’t know what I said. No, not frustration, that 
doesn’t sound right. Um, well it’s, I can’t remember what I said, but my feeling is that partly, 
yes, the coming to an end. I don’t want to do this anymore. This giving up. And then, and 
maybe ????? (32mins 22 secs) frustration is a bit of a soft word for somebody who is in that 
state, but.... What was I thinking? Which word did I use? Did I say letting go and then, I 
don’t know, but it is not wanting to be here. And so these things come, and I think, yeah, 
with bipolar if things come together in such a literally manic way with such a force, such a 
force, because I don’t know the statistics, but I would imagine they are more likely to do that 
when they are up rather than down.
I: Yeah, it’s when they’ve just come out of the depressed episode.
P: Yeah exactly. And I think it’s because they, you know, hearing you say that, I know 
exactly what these 2 women would be thinking, and they would be thinking that actually I 
have to do it the moment I have the energy to do it, because if I wait too long, I will be so 
high and I will be sectioned and they will bring me down and I won’t be able to do it. You 
know, there is no room to play and wait and see, and you know like a normal depressed 
person would say ‘Yes, let’s see how I feel next week.’ They don’t\ have that next week, 
because they might be sectioned tonight. Because of course the more often they go through 
the circles, other people notice it and they will take action earlier, so let’s say you’ve tried to 
commit suicide and you know you are on a low and then you get a bit better, your family will 
notice this, and they will be aware and they will tell the social worker and they will tell the
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CPN, and everybody will already be on red alert and you know, you probably will be even 
stopped to go higher, so it would make sense not to tell people and literally just do your thing 
and kill yourself. That’s what I would be doing, I can tell you now, thinking about it. 
Because I know if you tell your partner ‘Oh I might be going up’ there will be a ‘Let’s make 
sure you go down again. Let’s put you back into the safety practice position.’ So you know 
you probably keep it a bit quiet and you make up your mind and the minute you have the 
energy and the oomph to actually do something like this, you do it. Because there’s no, it 
feels like a living death, the whole thing.
I: Yeah, one of the, one of the participants last year, that’s when I interviewed the people 
who were bipolar and suicidal, he called it a living death, or grades of awfulness.
P: It’s really awful, and I feel very, um, I feel very upset when I work with them as well, 
because it’s so ... hopeless is not the right word, but it’s, all you can do is really just be in 
that moment and that ?? and try to get them and who they are and, you know, but even that, 
either they are totally depressed and they can’t TAPE ENDS
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“It is important for the portfolio that the writer enters a state of portfolio preoccupation 
whereby they are totally attuned to the needs of the portfolio. It is only in the presence of 
such a reliable and consistently attuned other that the portfolio can begin to express its True 
Self...”
(Roly, 2014)
244
